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BENEFITS 


DECADRON—the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patients‘, and induced beneficial 
diuresis in nearly all cases of pre-existing edema. 
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IN THE MENOPAUSE THE ADMINISTRATION 
OF ESTROGENS “...HELPS SUBSTANTIALLY TI 
TIDE OVER THE PERIOD OF ADJUSTMENT.” 


Solimann, T.: A Manual of Pharmacology, ed. 7, Philadelphia, W. B. Saunders Company, 1948, p. 42 


The vasomotor symptoms such as hot flushes and palpitations are readily identified with te 
menopausal syndrome, and related to declining ovarian secretion. Not so the multiplicity ; 
other symptoms which may appear long before, or even years after, menstruation ceass, 
such as headache, insomnia, irritability and fatigability; and the musculoskeletal symptor 
ranging from vague pains, arthralgias and myalgias to postmenopausal osteoporosis. In eitle 
case, the cause is the same: estrogen deficiency. 


ESTROGEN REPLACEMENT IS SPECIFIC THERAP) 


Estrogen replacement therapy specifically treats the basic deficiency. It stabilizes the vs- 
omotor system enabling the patient to readjust to a new physiologic environment. Furthy- 
more, estrogen is not just a “female sex hormone.” It has a beneficial effect on bone ad 
on protein metabolism;! on uterine supporting structures;2 on the skin, and the mucosa — mt 
only of the vaginal tract but also of the urinary bladder and stomach.3-5 Estrogen provides: 
possible relative immunity to coronary atherosclerosis,6 and helps to counterbalance te 
tendency to adrenal and pituitary hyperactivity.” 


“PREMARIN” RELIEVES ALL THE SYMPTOMS 
OF THE MENOPAUSE AND PROVIDES AN 
EXTRA “PLUS’—A SENSE OF “WELL-BEING.” 


“Premarin” not only promptly relieves the hot flushes and the other distressing menopaus! 
symptoms but almost invariably imparts a gratifying sense of “well-being.” In addition, te 
over-all influence of “Premarin” on metabolic functions is also increasingly recognized as: 
decisive factor in the postmenopausal years to insure better physical health and great: 
emotional stability.8-10 These are some of the important features that have establish: 
Clinical acceptance for “Premarin” over more than seventeen years, and have made it tt 
most widely prescribed natural oral estrogen in the menopause. 

“Premarin’® (conjugated estrogens, equine) presents not just a single conjugate but th 
complete equine estrogen-complex as it naturally occurs. “Premarin” is well tolerated, cot 
venient to take, rapidly absorbed, and virtually free from side effects. 

Administration is cyclic (usually three weeks’ therapy with one week rest period). 
Average suggested dosage: 1.25 mg. daily — increased to b.i.d. or t.i.d. if necessary. Dosag: 
is gradually reduced to maintenance levels. ‘i 

To suit patient requirements, four potencies of tablets (2.5 mg., 1.25 mg., 0.625 mg., ani 
0.3 mg.), and one potency of liquid (0.625 mg. per tsp.). 


1. Stein, 1., Stein, R.O., and Beller, M.L.: Living Bone in Health and Disease, Philadelphia, J. 8. Lippincott Com 
pany, 1955, chap. 9, p. 176.* 2. Anderson, H.E.: J.A.M.A. 168:173 (Sept. 13) 1958. + 3. Goldzieher, M.A 
Geriatrics 1:226 (May-June) 1946. + 4. Hamblen, E.C., in Stieglitz, E.J.: Geriatric Medicine, ed. 2, Philadelphia 
W. B. Saunders Company, 1949, chap. 41, pp. 657-673. * §. Kurzrok, L.: (Correspondence), Mod. Med. 26:33 
(Oct. 1) 1958. + 6. Rivin, A.U., and Dimitroff, S. P.: Circulation 9:533 (Apr.) 1954. + 7. Griffith, G.C.: Obst. &F 
Gynec. 7:479 (May) 1956. + 8. Stoddard, F.J.: Obst. & Gynec. Surv. 10:801 (Dec.) 1955. * 9. Shelton, E. K. 
J. Am. Geriatrics Soc. 2:627 (Oct.) 1954. + 10. Randall, C.L., Birtch, P.K., and Harkins, J.L.: Am. J. Obst. & 
Gynec. 74:719 (Oct.) 1957. 
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one of the fundamental drugs in medicine 


Qf) Smith Kline & French Laboratories 
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Benefits of a 1- or 2-tablet dose persist for about artme! 
6 hours, relieving pain and stiffness and improving ity of. 
function in musculoskeletal disorders such as low 
back syndrome, sprains, strains, myalgia, fibrositis, 
and stiff neck. Side effects are rare, almost never perm 
require discontinuance of therapy. AARIOD 


Supplied: Tablets, scored, orange, bottles of 50. CSSOr | 
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. WesLEY EISELE, M.D., Chief, Gen- 
pral Practice Residency Program, 
Jniversity of Colorado. 


EORGE ENTWISLE, M.D., General 
ractice Program, University Hospi- 
al, Baltimore, Md. 
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(LLIAM B. BEAN, M.D., Professor of 
fedicine, University of Iowa Medi- 
al School. 
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Professor of Medicine, Harvard Medi- 
ral School. 
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Professor of Medicine; Assistant 
Dean in Charge of Post Graduate 


May 1959, Vol. 5, No. 5 


Medical Education, 


University of 
Colorado. 


CHARLES L. LEEDHAM, M.D., Director 
of Education, Cleveland Clinic, Frank 
E. Bunts Educational Institute. 


JoHN C. LEONARD, M.D., Director, 
— Staff Education, Hartford Hos- 
pital. 


CHARLES F. WILKINSON, M.D., Pro- 
fessor of Medicine, New York Uni- 
versity Postgraduate Medical School; 
Director, Fourth Medical (N.Y.U.) 
Division, Bellevue Hospital Center. 


Obstetrics-Gynecology 

ALAN F. GUTTMACHER, M.D., Direc- 
tor, Department of Obstetrics and 
Gynecology, Mt. Sinai Hospital, New 
York City. 


Ophthalmology 
Derrick T. VaiL, M.D., Chairman, 


Department of Ophthalmology, North- 
western University Medical School. 


Orthopedics 


Haroip A. SoFIELD, M.D., Professor 
of Orthopedic Surgery, Northwestern 
University Medical School. 


Otolaryngology 

DeaN M. LieRLE, M.D., Chief, De- 
partment of Otolaryngology and Max- 
illofacial Surgery, State University of 
Iowa. 
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IRON DEFICIENCY ANEMIA — SPECIALLY WHEN IRON ABSORPTION IS DEFECTIV 


WELL TOLERATED 
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of 336 patients’® 


VITAMIN GC- “Optimal absorption of iron is best assured 


administering it in the ferrous form with ascorbic acid...”"° 


Each contains—Mol-Iron (ferrous 
WITH 195 mg., and molybdenum o 


acid 75 mg. Bottles of 100. 
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NEAL Owens, M.D., The Owens Clin- 
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Surgery, Tulane University School of 
Medicine. 
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WILLIAM C. MENNINGER, M.D., Pro- 
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retary, Menninger Foundation School 
of Psychiatry. 
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Clinical Professor, Stanford Univer- 
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Urology, Evangelical Deaconess Hos- 
pital, Cleveland. 
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full symptomatic control in hemorrhoids, proctitis, pruritus ani 
Start with new Anusol-HC and eliminate all initial inflammatory symptoms 
rapidly and safely—2 suppositories daily for 3 to 6 days. 


Then maintain lasting comfort, free from pain and itching, with time-proven 
Anusol—1 suppository morning and evening and after each bowel movement. 
Supplement with Anusol Unguent as required. 


Anusol and Anusol-HC contain no narcotic nor analgesic drugs, will 
not mask symptoms of serious rectal pathology. 


MORRIS PLAINS 


Resident Physician 
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under the heading describing its major function. By 
referring to the pages listed, the reader can obtain 
more complete information. All products are regis- 
tered trademarks, except those with an asterisk(*). 
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Infant Formulas and Milks 
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Accident and Hospital Insurance 
Health Insurance 
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Post-Menstrual Syndrome 
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Albumisol 


Pre- and Post-Operative Care 
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ACID TYPES from the Gelusil Family Album aoe 


Aunt Effie was the family’s all-out worrier. Things were bad? 
. .. they’d get worse. Going well? Look out for trouble. Nerv- 
ous as a Cat, she had a stomach to match and only her “soda” 
to console it. 


The years and Aunt Effie have passed, but not the dedicated 
worriers. Today, though, you can provide lastingly effeetive 
pain relief and acid control for ther nervous stomachs with 
Gelusil . . . the antacid adsorbent Aunt Effie should have had. 


Especially important to your hospitalized patients . . . Gelusil is all 
antacid in action . . . contains no laxative . . . does not constipate. 
Prescribe Gelusil, the choice of modern physicians, for every 
antacid need. 


GELUSIL 


the physician’s antacid 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
rofessor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? 


1. Abscess 3. Abscess in infarct 
2. Abscess in malignancy 4. Bleb 
5. Bronchiectasis 


(Answer on page 173) 
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IN EDEMA: 


w shows greater oral effectiveness than any other 
class of diuretic agent 

mw each 25 mg. HYDRODIURIL orally is equivalent 
to 1.6 cc. meralluride 1.M. 


w has been reported to be effective even in patients 
who do not respond satisfactorily to other diuretics 

@ has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration . 


@ low toxicity—extremely well tolerated 


w often achieves the benefits of a low salt diet 
without the unpleasant restriction 


Indications: Hypertension, congestive heart failure of all degrees of sever- 


ity, premenstrual syndrome (edema), edema and toxemia of 
pregnancy, renal edema—nephrosis, nephritis; cirrhosis 
with ascites, drug-induced edema, and as adjunctive ther- 
apy in the management of obesity ‘complicated by edema. 


dosage: In edema—one or two 50 mg. tablets of HYDRODIURIL 


once or twice a day. 


In hypertension—one or two 25 mg. tablets or one 50 
mg. tablet HYDRODIURIL once or twice a day. 


: 25 mg. and 50 mg. scored tablets —— (Hydro- 


chlorothiazide) i in bottles of 100 and 
*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC. 


Additional information on HYDRODIURIL is available to the 
physician on request. 


. M. and Freis, E. D.: 3,4-Dihydro- 
chlorothiazide: Clinical Evaluation of a New Saluretic A ent. 
Preliminary Report; M. Ann. District of Columbia 28:9, an.) 
1959. 2. Ford, R. . V.: The Clinical Pharmacolo ogy of Hydro- 
chlorothiazide; Seton Med. J.52:40, (Jan.) 1959. 3. Fuchs, 
Irie, S. and Moyer, J. H.: Preliminary Evaluation 
of C‘HYDRODIURIL’); M. Rec. & Ann. 
51:872 ah 4. Moyer, J. H., Fuchs, M., Irie, S. and 
T.: Some Observations on the Pharmacolo logy of Hydro- 
chiorothiazide; Am. J. Cardiol. 3:113, Jan.) 1 
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HORIZONTAL 


Aseptic 
Local anesthetic 
Nonorganic substance 


Separation of material by 
washing (chem.) 


Ear (prefix) 


Olfactory organ 
Seven (Lat., abbr.) 


Surface Tension (abbr.) 
. . man, Harry 
Unavoidable penalty 
Indonesian tribe 
Suspend 

Rosin 
Makes a mistake 

Vessel to heat liquids (p!.) 
New (prefix) 

Feeling of boredom 
Matter-of-fact person 
Narcotic stupor 

Big (abbr.) 


Internal Revenue Office 
(abbr.) 


Mercurous chloride 

Vitamin Be 

Sphere of action 

Devour 
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Harass 
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Electrified particle 
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VERTICAL 


Suffocate 
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Metallic element 
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Simple chemical substance 
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. Surrender 
. An oleate of glyceryl 
. Small vessel (pl.) 
. Siamese coin 
. Two (Roman) 
Quack remedy 


Constrictive spasm 


....-Pappenheim stain 
. Pertaining to (suffix) 
. Famous cartoonist 
. Four quarts (pl.) 
Repeat performances 


Greek letter 
Went astray 


Perceive 


. Help 
. Diameter of a tube 


42. 
. Aquatic annelids used for 


Minute spaces in tissues 
Deficient in fat 


drawing blood 
Studio 


. Madam (col'oq.) 
. Record of shipment 
. Shaped like a needle 


Request 

To lave 

The trunk 

Famous composer 
The main point 
Milk 

Body of water 
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HIGHLIGHTS 
FROM THE A.M.A. COUNCIL ON DRUGS 


REPORT ON TRIAMCINOLONE 


J.A.M.A, 169:257 (January 17) 1959. 


“It (triamcinolone) has an anti-inflammatory potency greater than an equal 
amount of prednisolone; i.e., comparable suppressive effects may usually bh 
achieved with lower doses of triamcinolone than with prednisolone.”’ 


“Triamcinolone lacks the sodium-retaining and edema-producing effects of most 
other glucocorticoids. During the first several days of administration, it may 
cause a loss of sodium from the body; an initial mild diuretic action is frequentl 
observed, whether the patient is frankly edematous or not. This is in contrast 
to the definite sodium-retaining and fluid-retaining properties of cortisone ani 

hydrocortisone and to a much lesser extent with prednisone and prednisolone.” 


“Except in exceedingly large doses, triamcinolone apparently has no consistent 
effect on potassium excretion, Hence, neither sodium restriction nor potassium 
supplementation is ordinarily required during therapy with this agent.”’ 


“*As with other glucocorticoids, the long-term administration of triamcinolone 
results in definite catabolic effects, as indicated by impairment of carbohydrate 
utilization and negative protein and calcium balance. This catabolic effect, 
coupled with a lack of appetite stimulation which is apparently peculiar to 
triamcinolone, may produce weight loss that might be undesirable in some 

patients treated for long periods of time.” 


**,,. the voracious appetite, with weight gain and euphoria, characteristic of other 
steroids, is not seen with administration of triamcinolone.”’ 


. 


“Triamcinolone has been used for the management of a wide variety of clinical 
conditions usually considered amenable to systemic steroid therapy. These have 
included rheumatoid arthritis and other collagen diseases, allergic and dermato- 
logical disorders, certain leukemias and malignant lymphomas, the nephrotic 
syndrome,pulmonary emphysema and fibrosis, acute bursitis, rheumatic fever, 
and certain blood dyscrasias. Although clinical experience with the drug in some 
of the foregoing conditions is not extensive, the many similarities in action 

between triamcinolone and other potent glucocorticoids would indicate a use- 

fulness for triamcinolone akin to that of other agents of this class.”’ 
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H FILM 


A new aid to aseptic surgery... 


Vie Su rgical Film 


...completely isolates the patient’s skin from the wound and 
maintains the sterility of the operative site. Skin draping by this 
method eliminates the use of cumbersome cloth skin towels and towel 
clips. Nothing used during the operation can touch uncovered skin. 


A soft, sterilizable, pliant plastic, Vi-DRAPE Film is adhered 

to the surgically prepared skin with sterile Vi-HESIVE® 

Surgical Adherant and the incision made right through the 
transparent film. The adhered film clings closely to wound edges 
throughout the procedure and is impermeable to bacteria and 
fluids. Applicable to all contours, Vi-DRAPE Film offers extra 
advantages in achieving asepsis in previously difficult-to-drape areas. 


Use of Vi-DRAPE Film fits easily into established routines 
of the surgical team. For literature and technic-for-use, write to: 


AEROPLAST CORPORATION 
420 Dellrose Ave., Dayton 3, Ohio. 


Vi-Drape Film and Vi-Hesive Adherant are available through your 
surgical supply dealer. In Canada, through Fisher and Burpe Ltd. 


Patents Pending 
1. Adams, Ralph, M. D. : Med. Times, 86:1119-1127 (Sept.) 1958. and for post-op use 


3 
Initial clinical studies on Vi-DRAPE Film were conducted by AEROPLAST® 
Carl Waiter, M.D., Peter Bent Brigham Hospital, Boston. ° Spray-on Surgical Dressing 
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Letters 


to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request, 
your name will be withheld. 


Tax Problem 


I am writing in reference to 
an article by Joseph Berger, 
C.P.A. about Income Tax in the 
February, 1958 issue of RESI- 
DENT PHYSICIAN. I would like to 
ask his advice about my particu- 
lar problem. 

I am a foreign physician in- 
terning here in Cleveland. I am 
here in this country on a perma- 
nent visa, but my wife and four 
children are still in Germany. 
When filing my tax statement I 
was told that I could claim only 
my wife as a dependent although 
my children are all under 16 and 
I am their only means of support. 
I must leave them in Germany 
for the time being since I cannot 
support them here at my present 
income. I would appreciate your 
opinion and advice about this 
problem which I am sure is not 


unique among foreign doctors it 
this country. 
Name withheld ai 
writer’s request 
© We referred your letter t 
Mr. Berger and received the fol- 
lowing reply: 


Your problem has presented 2 
similar dilemma to many others 
in such a situation and for which 
there is no tax relief. Those aliens 
who can show that their visit in 
the United States is transitory 
and of a determinable temporary 
period are relieved of reporting 
income from sources outside the 
United States. Other aliens, re- 
ferred to as “resident aliens,” 
generally must report all income 
irrespective of source. 

As a “resident alien” you are 
entitled to take an exemption for 


—Continued on page 40 


Resident Physician 


| 
| 
Q 
1 
t 
34 


VARAMEL helps prevent 
iron deficiency anemia 


Iron deficiency anemia in infants continues to be a major health 


rs il problem. Many factors can lower the infant’s iron store at 
birth. Iron is supplied in Varamel to prevent development of 

Id at iron deficiency anemia in later infancy. 

ast It has been shown that milk is an excellent vehicle for iron: 

® absorption is high. 

ar 

f | B® satisfactory hemoglobin responses are demonstrated. 
JOl- 


® digestive disturbances are minimized. 


Varamel supplies 7.5 mg. of iron per quart of formula at 
ed 3 normal dilution (1:1 plus carbohydrate)—an important 
factor in Optimum Nutrition? 


thers * providing ali the dietary requirements 

thich 1» & plus a reserve for stress situations. 
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—Continued from page 34 

your wife if filing a joint return, 
and also to receive exemptions 
for your dependents but only if 
the latter are residing in the 
United States, Canada, Mexico, 
and several other Western Hemis- 
phere locations. In your particu- 
lar case, it may be just as feasible, 
cost wise, to bring your family to 
Ohio. Since you are in this coun- 
try on a permanent visa, the ex- 
pense of transporting your family 
here will be largely offset over a 
two year period. 

I hope the above has helped 
to assist in arriving at a solution 
to your problem. 

Joseph J. Berger, C.P.A. 


Married vs. Bachelor 


Being a bachelor, maybe I 
should not indulge in a compari- 
son of married residents; but there 
is something I noticed among 
most of our married residents that 
struck me. 


In my opinion, I find the mar- 
ried residents more stable and 
serious in all their approaches, 
whether in medicine or in their 
social life, and most of them hap- 
pier than many of the bachelor 
residents whose problems of 
dating and finding places to go 
to on off nights seem sometimes 
insurmountable. 


Those who are not openly § 
happy among the married ones 
at least appear to be settled—or Ei 
resigned. 

A married resident always has 
a place to go to after the long 
and tedious hours at the hospital. 
He does not have to worry about 


, iy 
meals tasting awful or being [onicia, 
totally inedible. His mending, 
washing, ironing, etc., is taken ... 
care of. And more, he always [pf both bo 
seems to manage with the same [Bro "er 

r 2-3 fing 
salary much better than the fii, cage. 
bachelor resident who, I think [edemo ( 
squanders it. You always find jp"? 
bachelor residents borrowing weet 
money, very rarely a married one. [Rpoorly ¢ 
The social life of the latter is Ji“ © 
full. In fact, in Rochester one Povticie 


finds that the married resident is 
always busy visiting, picnicking 
with other married residents, 
while most of the bachelors hang 
around the staff house wondering 
where to go and what to do. I 
have heard some remark that they 
are better off working. 

The wives of the residents here 
have a sort-of an association 
where they meet from time to 
time, visit each other and arrange 
for reciprocal baby sitting. 

The wives, of course, do have 


a rough time, on occasion. Many sal 
nights they are alone when thcir P — 
husbands are on call. At other oie 

—Concluded on page 46 im 
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Patient 
Urinary 
Output | 
Weight 
Esidrix C 
(mg./ de 
reli 
oft 
1. Brest 


S., 81 years — presenting 
omplaint, painless hema- 
rio, 3/3/59. Symptoms: ex- 
piratory wheezes over entire 
hest; bilateral coarse rales 
Df both bases; slight abdom- 
inal distention; palpable liv- 
pr 2-3 fingerbreadths below 
ib cage; bilateral pitting 
edema (4+) of pretibial 
ond ankle area. Diagnosis: 
ematuria; arteriosclerotic 
ardiovascular disease; 
poorly compensated heart 
ailure; and chronic pulmo- 
inary fibrosis with pulmonary 
insufficiency. 


Patient L.S. 
Date 


Patient was put on regimen 
of bed rest, moderate salt 
restriction, digitalis and pul- 
monary decongestants.When 
ankle edema, hepatic con- 
gestion and rales failed to 
clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 
L.S. had lost 3 pounds. Rales 
decreased; there was 1+ 
pitting edema of ankle area 
only. He felt more comfort- 
able, was able to enjoy 
reading newspapers and 
magazines in bed. 


By 3/11, patient's weight 
hod dropped 2 more pounds. 
Ankle edema and lung rales 
were gone. Patient tolerated 
cystoscopy and fulguration 
of a small bleeding polyp in 
his bladder on 3/12 very 
well. Ambulatory on the 4th 
day of Esidrix therapy, L.S. 
visited his neighbors down 
the hall, played checkers 
with another patient. On 
3/14 he was discharged. 


Weight (ibs.}) 139 


Esidrix Dosage 


or chlorothiazide? 


(hydrochlorothiazide CIBA) 


« relieves edema in many patients refractory to other diuretics' 
' often produces greater weight loss than parenteral mercurials 


' provides a greater average reduction in blood pressure than 


chlorothiazide* 


* is exceptionally safe . . . reduces the likelihood of electrolyte 


|. Brest, A. N., and Likoff, W.: Am. J. Cardiol. 3:144 (Feb.) 1959. 2. Clark, G. M.: Clinical report to CIBA. 
3. Dennis, E. W.: Clinical report to CIBA. 
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—Concluded from page 40 

times they must wait hours for 
the husband who has been de- 
tained at the hospital. In short, 
they have to be understanding; 
to be a resident’s wife is not at 
all easy. 

This might be one of the causes 
for many M.D.’s taking nurses in 
marriage (other than the more 
obvious reason: proximity); on 
the one hand she understands 
and respects him, on the other, 
he finds her a helpful companion. 
The same more or less applies 
to M.D.’s getting married to 
M.D.’s. I suspect the percentage 
of nurses getting married to 
M.D.’s or medical students is 
[RP 


pretty high in Rochester. 


surveys show the incidence ; 
high nation-wide.—ED.] 

Many wives of the resideni 
help them through their reg. 
dencies financially. 

In our medical center mos 
residents are married. And othe 
than some grumbling about wori- 
ing extra on their off time, I find 
them happier. They work with 
more understanding. They als 
accept greater responsibilities—| 
guess because they are alread; 
accustomed to the increased r- 
sponsibilities of the head of : 
household. 

Manawel J. Araiche, M.D. 
University of Rochester 
Medical Center 
Rochester, New York 


It's alright, Mr. Jones, they're just deciding who gets to do your operation! 
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AL HEALTH SERVICE OF GREAT BRITAIN: 


Vv. The Consultants 


One of the interesting facets in the planning of the 
Health Service was that a consultation service was to 
be made available to all participants in the Service. 
Prior to 1948, many in Great Britain who were in need 
of consultation were unable to afford this service. As 
a result of the economies of medical practice prior to 
Health Service, the consultants generally congregated in 
the large centers of population in order to make a liv- 
ing. I remember that before World War II, to get a 
London consultant to see a patient at a distance, one 
had to figure on paying a fee of a guinea (then $4.20) 
per mile of travel. 

Under the Health Service this has changed. Every- 
one who participates in the Health Service is eligible 
for a consultant’s service if he needs it. Then too, the 
fact that under the Service consultants are paid for their 
hospital work (which formerly they did free) has made 
it possible for them to work outside the cities. An ex- 
ample of this change can be cited in the Newcastle 
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area where ten years ago there were 164 consultants 
while today there are more than 400. Currently, essen- 
tially all planned consultants’ posts are filled and there 
is an excess of well trained senior registrars ready to fill 
any vacancies. As a matter of fact, as we have pointed 
out previously,’ there has been an over-production of 
these well trained young men in almost all of the spe- 
cialties, and what to do with them is a problem at this 
time. 

The consultants function either on full time, at one 
hospital, or part time, working in different hospitals 
and carrying on some private practice. The relative 
merits of the full-time and part-time consultants are un- 
der considerable discussion by our British colleagues. 
However, it does not appear that a clinching argument 
can be made for one or the other consultant systems; 
it seems to be the consensus that full time fits some con- 
sultants’ temperament and desires best, while a part- 
time position does the same with other consultants. 

In the conception of the Health Service, it was 
planned that the consultant would practice only at the 
level of the hospital. That concept has been changed 
and provisions have been made for domiciliary visits 
by consultants. This has been an important move in 
the right direction because it permits of consultative 
services for patients who for reasons of health cannot 
visit a hospital outpatient, where the bulk of the con- 
sultation work is done. It also permits topflight medical 
advice to reach the poorest sections of the community. 

As far as remuneration is concerned, consultants do 
not make the large incomes they were reputed to have 
made before World War II. However, under the Na- 
tional Health Service, it may be said that the consultants 


|. Editorial. Resident Physician. 49, No. 6, Vol. 4, June, 1958. 
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make a reasonable living at an earlier age than they 
did previously. Salaries range from $3083 (first-year 
registrars) to $14,840 a year for a few senior con- 
sultants. The maximum base pay for a full-time senior 
consultant is $8680 a year. “Merit awards” of various 
types increase this base stipend. In addition, the con- 
sultant’s income is augmented every time he makes a 
domiciliary visit. While these incomes may not seem 
large according to American standards, one must take 
into account the buying power in Britain of these sal- 
aries. Professor Gemmill estimates that the buying 
value of these incomes is 25 percent greater than it 
would be in the United States,? and The Lord Cohen 
of Birkenhead is of the opinion that the purchasing 
power is about twice as great. 

What evidence there is tends to show that the con- 
sultant by and large is quite content with his financial 
lot. As far as his professional life is concerned, it can 
be said that it has not greatly changed. He spends more 
time in the hospital and doesn’t seem to worry as much 
about his private practice. Certainly there can be no 
questioning the great benefit which this consultants sys- 
tem has brought to the patient and to the general prac- 
titioner. It has unquestionably, in my mind, been a fea- 
ture of the National Health Service which has raised the 
overall level of medical care in Great Britain. How- 
ever, as has been pointed out earlier, the one problem 
which has developed is that only too frequently the pa- 
tient regards his family doctor as a guidepost to a con- 
sultant and insists on consultant services for trivial ill- 
nesses. We all know that the layman does not have the 
background of knowledge for making the decision as to 
whether consultant services are needed or not. The 


2. Gemmill, Paul F, Brit. Med. J., 2, Suppl. 17, July 5, 1958. 
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trouble is that he tends to think that a consultant will 
bring him better medicine. In this respect, to have a 
consultant service that is not harassed, one must have 
an enlightened public that understands the relationship 
existing between the family physician and the con- 
sultant, and the constantly increasing standards of prac- 
tice on the part of the family doctor. It is very im- 
portant for American doctors to understand this point, 
because if a National Health Service was established 
in this country, our improperly educated public might 
well by their demands for consultant service, create a 
major problem for the family physician. 


Ferrin Jong , 


STATE BOARD EXAM 


The Board of Medical Examiners of Maryland reports 
that the Maryland Board examinations have been changed 
from June 23-26, to Wednesday, Thursday, Friday and 
Saturday, June 10-13, at the request of the student body of 
Johns Hopkins and University of Maryland medical schools. 
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Here’s one way to break the solo practice barrier, 
furnish an office on a shoestring, and make a success 
of it. While fooling the experts (“They said it 
couldn’t be done...’’) the author offers plenty of 
common sense advice on a beginning practice. 


Raymond O. Frederick, M.D. 


Rute finishing up your resi- 
dency. You’re in debt. How are 
you going to finance an office for 
your private practice? 

That was my situation a few 
months ago—perhaps, the same 
situation you'll be facing soon. 

I was dismayed at the prospect 
of trying to raise the $2000 or 
$3000 required for office space 
and equipment. The rent on my 
living quarters and the fact that 
'd have no immediate income 
further complicated the problem. 
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Answer 

In reviewing the estimates 
given in RESIDENT PHYSICIAN of 
the cost of opening an office in 
the various specialties, and in ob- 
taining estimates from medical 
supply houses and talking to in- 
dividuals who had opened offices 
recently, I quickly confirmed that 
these estimates were perfectly 
correct. 

I also learned that the expenses 
of operating even a modest office 
run from $600-$1000 or more a 


‘ 4 
nysician 


month, depending on how large 
an office and how much hired 
help are needed. 

My first reaction was that the 
whole idea of a solo practice was 
absolutely out of the question for 
me. 

But I was wrong. I found an 
answer. Maybe it’ll help you, too. 

Before going on let me make 
two things clear. First, mine is 
not a ramshackle, run-down 
office. It’s modern, air-condi- 
tioned, tastefully if not luxurious- 
ly furnished, in the newest office 
building in a large city. Secondly, 
not everyone could move into 
such a setup, as will be made 
clear subsequently. I imagine it 
would not apply in a small town, 
and I know it does not apply to 
general practice or to some of the 
busier subspecialties. Even so, it 
is hoped that some of the hints 
here outlined will be helpful. 

The most obvious way to save 
a large sum of money, and inci- 


About 
The 
Author 


Louis. 


With an M.D. from Washington University, 
St. Louis, Missouri, the author completed 
his internship at St. Lukes Hospital in St. 
Dr. Frederick then continued his 
training with a surgical residency on the 
fourth division at Bellevue Hospital, New 


dentally, to solve a lot of otherff 


attract 


problems such as operating ex-§§primai 


pense, is either to share an office 


with another doctor who is jusiff 


opening an office, or to sublease 
part of an already established 
office. 

Rather than rushing in ané 
making a “spur-of-the-moment’ 
decision in your eagerness t 
hang out that new shingle, take 
some time to look around. I think 
you will find, as I did, several 
interesting things. If you move 
into a new building, you musi 
usually add to the cost of fur. 


nishing your office the expense 


either of partitioning (which is 
considerable) or paying rent 
three to six months in advance, 
or both. If you choose an older 
building, you will probably want 
to repaint or even redecorate, 
rearrange the plumbing, etc. to 
suit your own particular needs. 

Although I am in surgery, | 
imagine that most specialists are 


York City, which was followed by 1% 
years as an instructor at the new four year medical school 
at the University of Missouri. The author is now in private 


practice. 
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Battracted to a building designed 


primarily for doctors, with facili- 


sician 


for x-ray, laboratory, pre- . 
J scriptions, etc. Such facilities are 
certainly not a necessity for all 
‘specialty practices: a pediatrician, 


for instance, has more flexibility 
in making his office arrangements. 
If you choose the suburbs, of 
course, your opportunities for 
sharing are quite limited. 
Incidentally, if you have your 
heart set on one particular spot, 


If you’ve ever had occasion to 
wander through a medical office 
building such as I have described, 
I'm sure you'll be impressed by 
at least one thing: it is rare to 
find a solo specialty practitioner. 
They are teamed up in a variety 
of ways; with another in the same 
specialty, either a contemporary 
or an older doctor; the same 
specialty but with different but 
related subspecialties; or various 
combinations of subspecialties, 
and now and then a dentist. 

Few of these share-the-office 


though independent and “solo,” 
hey join for certain mutual bene- 
its. For example, in many cases 
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they agree to cover for one an- 
other. So the arrangement can 
have many of the advantages of 
partnership, if you so desire. 


Impression 

If you, like many specialists 
(at least surgeons), are a “doc- 
tors’ doctor,” most of your pa- 
tients are not going to walk in off 
the street. And you don’t have to 
create an impression by a large, 
luxurious office so that one pa- 
tient will hurry to tell others what 
a sumptuous layout you have. 

Your patients come because 
the referring doctor has sent them 
to you. Many surgeons with very 
large practices have little more 
than I do in the way of space, 
perhaps less in the amount of 
facilities. (My associate, however, 
does have a large office practice, 
and accordingly his rooms are 
exceptionally well equipped.) 

Go into some of the offices in 
medical office buildings. Talk to 
the specialist. If his work is large- 
ly a hospital practice, as it is in 
surgery, medicine, and a number 
of other fields, you will be sur- 
prised at the simplicity and mod- 
est size of the office. 


What to spend 

The advice I heard most fre- 
quently was “spend as little as 
possible on your office,” both on 
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$184.00 
$ 79.50 
$ 59.50 
$ 59.50 
$ 15.00 
$ 69.50 
$ 32.95 
$ 10.55 
$ 10.00 
.$ 12.50 
Proctoscope $ 20.00 
Wastebasket (Office) ..$ 5.00 
Towel Rack 


Treatment Table 
Dressing Cart 


Waste Can 
Vaginal Speculum ... 


Bookshelves 
Miscellaneous Supplies .$ 15.00 


Total $599.30 


original purchases and on up- 
keep, particularly the latter. It is 
simple arithmetic that your net 
profit is the difference between 
your gross income and your ex- 
penses. Therefore, assuming a 
constant number of patients, the 
lower you can keep your ex- 
penses, the greater will be your 
net profit. Indeed, in the difficult 
first few (or many) months, it 


may mean the difference between 
operating in the black or the red. 

All the average specialist needs 
is someone to answer his phone, 
handle his minimal correspond- 
ence and bookkeeping require- 
ments and a place to manage 3 
small office practice. 

As emphasized by others, the 
extra money necessary to obtain 
a better-than-average receptionist- 
secretary is money well spent. A 
poor receptionist will literally 
drive prospective patients away. 
Do not stint here! 


Hospital 

My economy-type arrangement 
is made possible by the availabil- 
ity of nearby hospitals with well- 
equipped emergency rooms and 
outpatient facilities. The import 
ance of obtaining a staff appoint. 
ment in this type of hospital can- 
not be stressed too much. It is, 
in fact, the key to the office prac- 
tice on a budget. 

With complete facilities and 
equipment, excellent help, and 
provisions*for emergencies at the 
hospital, one would be foolish to 
attempt any but the most minor 
procedure in his office. Thus, it 
was necessary for me to have in- 
struments and other equipment 
only for the removal of sutures, 
an I and D and other comparable 
procedures. If any larger opera- 
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tion is contemplated, I simply 
call the hospital, arrangements 
are made, and by the time we 
arrive, everything is prepared and 
ready to go. 


Location 


On several occasions I took a 
day or a weekend to inspect avail- 
able sites; old, new, urban, 
suburban. The new buildings all 
seemed too expensive, especially 
since I could not find anyone en- 
tering practice at the same time 
and the possibility of sharing an 
office seemed remote. Some of 
the older buildings were no 


longer in the most desirable loca- 
tions. Others had inadequate 


parking facilities, an important 
consideration. One or two are 
still in the planning stage and I 
am keeping in mind the possibil- 
ity of moving to one in the future. 

Some offices that were avail- 
able I ruled out either because of 
their physical setup or because of 
a totally unrelated specialty oc- 
cupying the office. (In regards to 
the latter, it would be ideal, of 
course, for a surgeon to move in 
with an internist or some similar 
source of referral.) 


Space, time 

Two situations occur in shar- 
ing Office space. One, “split 
time,” and two, separate space. 
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An internist or surgeon or other 
specialist might have afternoon 
hours three days a week and 
might be interested in having an- 
other doctor use the office when 
he is away. This “split time” 
method thus cuts down on space 
required and therefore reduces 
expenses. 

In the second situation the one 
doctor has allowed room for 
future expansion, but for a time 
has “extra space” which he rents 
to another. 

The latter was my situation. A 
neurologist with a large practice 
and a very large suite of rooms 
had already taken in another sur- 
geon who was allowed to use 
two rooms. Another two rooms 
and a small laboratory were avail- 
able. He employs two nurse-sec- 
retaries and a _ receptionist-tech- 
nician. 

For a very modest monthly 
rate he agreed to rent the office 
space and provide the small 
amount of secretarial help that I 
will need to begin my practice. 
As my practice grows, I have 
agreed to increase my share of 
the secretary’s wages. 


Furnishings 

This left me with only two 
rooms to furnish. Already, my 
problem was solved. If a patient 
is sent to me, he comes to the 
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newest office building in town 
with good parking facilities, ele- 
vator service, air - conditioning 
and all the ancillary services. He 
walks into a large, impressive 
waiting room with three busy sec- 
retaries and many examining 
rooms. He probably does not 
know or care that these two little 
rooms in the back are my only 
two rooms. At any rate, these 
two rooms are adequate, and 
these two rooms I can handle 
financially. 

I chose the larger of the two 
for my Office. It is not as large 
as I would like, but it is perfectly 
adequate. In keeping with the 
decor of the other rooms I chose 
furniture a little on the modern 
side, but of excellent quality, in 
simple taste. A greater saving 
could have been obtained either 
by buying less expensive furni- 
ture or by buying used furniture. 
The former I felt was false econ- 
omy, the latter not possible be- 
cause of the general decor. It 
should be stressed however, that 
by shopping around, good dis- 
counts are available in many 
cases, and good terms should be 
available in all. 

An internist friend of mine em- 
ploying a similar arrangement 
was able to save more on furni- 
ture than I did and thus it was 
possible for him to include a dic- 
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taphone in his equipment, all for 
less than $500. Another friend 
was fortunate enough recently to 
discover a surgeon who was re- 
tiring and he “sold” him all of 
his equipment, only a few year 
old and easily worth $2000, for 
only $100! 


Treatment room 

The greatest savings, however, 
are possible in the equipping of 
your treatment or examining 
room. If you are unfortunat 
enough to encounter a high pres- 
sure salesman or be given bai 
advice, you can easily spend 
$1000 per room. I am sure pas. 
tel colors are very impressive 
and beautiful, but at this stage | 
can little afford such luxury. As 
a matter of fact, to my surgica 
eye it is still hard to beat white 
enamel or stainless steel for a 
clean, sterile atmosphere, which 
is the prime desideratum for a 
treatment room. 


Examining table 

The biggest item in any cata- 
logue is always the examining 
table. Big, bulky, beautiful pieces 
of furniture that are equipped to 
do anything—go up, down, swivel 
and contort themselves into 4 
dozen different positions are 
available. Wonderful for a hos- 
pital or clinic, but how much of 
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this is necessary for an adequate 
examination? I happen to prefer 
the knee-chest position for proc- 
toscopy, so a simple, flat uphol- 
stered table seemed ideal. 

There are several types of flat 
tables available, new or second- 
hand. These are less expensive 
than the “all-purpose” table by 
$300 or more. The table I have 
is not entirely adequate for pelvic 
examinations, but other similar 
tables can be obtained with a 
stirrup attachment. 


Cabinet 

Another expensive item is the 
instrument cabinet, usually sell- 
ing for $100 plus. A very ade- 


quate substitute, suggested to me 
by the surgical supply salesman, 
is either a bedside cabinet or a 
stainless steel dressing cart, the 
latter having the added advantage 
of being mobile. 

Wall cabinets are $90 and up. 
But I noticed a baked-on, white 
enamel wall cabinet on sale at a 
local furniture store for $15. I 
bought it. It’s perfectly adequate 
and was easily installed. A plain 
white steel chair was added. 


Basic pieces 

These then were the basic 
pieces of equipment. A word 
should be said about equipment. 
From the foregoing you can see 
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that few instruments are neces- 
sary. Knowing what I would need 
before I left the hospital where 
my residency was completed, I 
asked around and found that the 
O.R. had a “discard pile” of in- 
struments, no longer good for 
delicate operations, but more than 
adequate for my purposes. Other 
odds and ends were obtained 
second-hand from a surgical sup- 
ply store; a wastebasket which I 
repainted, a proctoscope and a 
speculum in good condition. 

The neighborhood pharmacist 
was extremely helpful, allowing 
me to take what I needed from 
his “sample-drawer.” A few small 
purchases from the drug store 
and I was ready to open shop! 


Sterile equipment 

But, you might ask, what of a 
sterilizer or autoclave, which 
costs anywhere from $40 to $400 
or more? Fortunately, thanks to 
modern progress, I have not 
found this to be a_ necessity. 
There is a small dry-heat steril- 
izer available in the office, but I 
have not used it. Several com- 
panies have developed sterile, dis- 
posable syringes and needles as 
well as disposable gloves. While 
not ideal, they have many ad- 
vantages, particularly for the doc- 
tor who gives only an occasional 
injection. 
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Also to be mentioned is the 
disposable “cartridge” type of 
syringe, which makes it possible 
to give most of the common 
medications, including narcotics, 
and has the added advantage of 
giving a single dose without open- 
ing a large container which may 
expire before you can use the rest 
of the bottle. And you can buy a 
very large supply of these 
syringes, needles, gloves and cart- 
ridges for the cost of a satisfac- 


tory sterilizer or autoclave! 

A few small refinements have 
since been added. I stained and 
varnished an unfinished bookcase, 
telephone stand and some shelves. 
I found I needed a footstool, and 
I added a towel container with 2 
mirror. Some plants brightened 
the office considerably. I believe 
my expenses are now complete, 
at least until the time when it 
may become necessary, I hope, 
to move into a larger office. 


. can we discontinue the N.P.O, now sir?" 
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Are You Guilty of 
Pedantic Semantics? 


Does the clinical presentation really have to sound like this? 


The clinical presentation is just 
getting under way. Let’s listen as 
the presenter clears his throat, 
and launches into an introduction 
of the patient. 

“Ladies and gentlemen, this is 
Mrs. Smith, a well - developed, 
well - nourished, white, married, 
female who appears to be the 
stated age of forty years and who 
is three months postpartum.” 

A casual observer of this scene 
might easily come to the conclu- 
sion that the presenter considers 
his audience to be blind or men- 
tally defective. Such a conclusion 
is not justified, of course. The 
audience is in reality a group of 
intelligent, scientifically trained 
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George A. Reynolds, M.D. 


physicians. But with the patient 
standing before them it either is 
unnecessary to detail certain facts 
in the presentation, or if con- 
sidered necessary, these details 
should be carried to complete- 
ness. 

For example, although out of 
respect for the patient’s sense of 
modesty she is permitted to wear 
clothing, yet in this day of falsies 
and other adjunctive parapher- 
nalia the audience cannot be cer- 
tain on visual evidence that the 
patient is well developed or well 
nourished—or even female. 

Since the audience would nor- 
mally be willing to accept these 
facts without having them stated, 
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the fact that they are stated and 
the woman is described as “white, 
married, female . . .” one begins 
to wonder whether there was 
some doubt about this being the 
case. 

Of course, the name “Mrs. 
Smith” could give us a clue to 
her marital status and sex. But 
in a scientific meeting, it would 
seem, nothing must be taken for 
granted. 


Obvious 


We can’t help feeling a bit un- 
easy and embarrassed for the pa- 
tient when the presenter states 
the patient “appears to be the 
stated age of forty years.” I think 
few of us are expert enough to 
question the validity of a stated 
age, plus or minus five years, un- 


About 


Born in Torreon, Coahuila, Mexico, the 
author received his B.A. at Texas Western 
the College of the University of Texas, El Paso, 
1943, M.D. at St. Louis University School 
of Medicine, 1945, and took a rotating in- 
ternship at DePaul Hospital, St. Louis, 


less there is an obvious discrep- 
ancy. Certainly in the patient's 
presence the statement is in some- 
what bad taste. 

In any event it is pointless for 
the presenter to use up so much 
valuable time stating the obvious. 

But listen, here is our pre- 
senter again: 

“When her cervix was fully 
dilatated she complained of pain 
in the precordium, radiating to 
left shoulder and tenderness in 
the right CVA...” 


Serious 


Note particularly the use of the 
extra syllable in the word “dila- 
tated.” This lets us know that 
this case is SERIOUS. I think 
under appropriate conditions we 
might do the same for “fix” and 


Missouri in 1945-46. A year in the Army 
Medical Corps in Korea, was followed by three years in general 
practice (El Paso, Texas). He re-entered the Army Medical 
Corps (1951-1957), with duty in Germany, Aiaska, and 17 
months as a resident in internal medicine at Brooke Army 


Hospital, San Antonio, Texas. 


Following Army service, Dr. Reynolds was staff physician at 
San Antonio State Hospital and since 1957 has been a career 
resident in psychiatry at Fort Roots Veterans Administration 


Hospital, North Little Rock, Arkansas. 
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“diagnose” by making them “fix- 
ate” and “diagnosticate.” 

It might be interesting to recall 
here that patients presented to a 
well-bred medical group seldom if 
ever chew, spit, belch or vomit. 
They inevitably masticate, expec- 
torate, eructate or regurgitate. I 
suppose this is in line with the 
same school which teaches us 
that an infant never “burps” or 
“spits-up.” He must always 
“bubble.” That word is so much 
nicer, isn’t it? It has almost a 
poetic touch. 

I think we must take note of 
the fact that Mrs. Smith is quite 
fluent in the use of medicalese 
since she complained of “pain in 
the precordium.” We can expect 
that a less sophisticated patient 
would have said simply, “it hurts 
here,” with perhaps an index 
finger used to specify the area of 
hurt. 


Distress 


Our presenter, apparently un- 
aware that he is dealing with an 
extremely erudite and knowledge- 
able patient, moves on to report: 

“Physical examination at that 
time revealed that the patient was 
in no acute distress but there was 
a reduplication of the first heart 
sound.” 

We can only pray that no one 
in our audience, physician or 
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otherwise, is a married woman 
with children. She might do more 
than simply raise an eyebrow at 
the lack of “acute distress” in a 
woman with a precordial pain 
who is on the verge of giving 
birth to an infant. 

Of course, in medical circles 
we must not make the cardinal 
error of over-stating the facts. 
Mrs. Smith may well have been 
moaning and groaning and clutch- 
ing her middle, but was she roll- 
ing around on the floor or at- 
tempting to climb the walls? You 
see what fine distinctions we must 
make. 


Rolling words 


That word ‘‘reduplication”’ 
rolls impressively off the tongue 
of our presenter, but it does lead 
to some confusion. How many 
times did that heart sound bounce 
around inside the chest, anyway? 
Two times? Three times? Four 
times? It must have sounded like 
a rock-and-roll recording made in 
an echo chamber. Perhaps a rec- 
ord of it could have been made 
and played to the conference 
physicians. At least it would 
have had the effect of breaking 
the spell of the presenter who 
was really warming to his subject 
at this point. 

Now we come to the descrip- 
tion of her baby. Here the pre- 
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senter has slipped. Again, he has 
either given us too much or not 
enough. Her offspring is de- 
scribed as follows: 

“As the cervix fully dilatated, 
she was delivered of an appar- 
ently normal white male.” 


Male 


One might wonder since it was 
a white male whether or not it 
was human. (You can see the 
possibilities for the literature, 
can’t you?) Perhaps we are be- 
ing unfair. If the presenter hadn’t 
been up half the night sweating 
over a hot hypodermic syringe 
he might have remembered to say 
“infant” and we would have taken 
the homo sapiens part of it for 
granted (this can be dangerous, 
of course, but we all make these 
little compromises ) . 

One can’t help but remember 
if the single word “boy” wouldn’t 
serve for “male infant” and as- 
sume that the infant was “white” 
unless otherwise stated. But why 
use one three-letter word when 
three longer words can be substi- 
tuted. 

But let’s get back to the pre- 
senter. 

“Following delivery the patient 
had an uneventful course but the 
infant developed an anxious cy- 
anotic facies and suddenly ex- 
pired 36 hours later.” 


“Facies,” not to be confused 
with the Latin word “feces” 


means face. The Latin word is Th 
used not for affectation we pre- fj 
sume, but as a contribution to in- “T 
ternational understanding and / 
good will. If any old Roman § “2c 
physicians should happen to be ¢ 
attending the presentation we 
would certainly want them to feel 
right at home. Al 
look 

Expired was | 
Another unusual feature hu 
this presentation which may at ™ 
first slip by unnoticed is that the § like | 
infant expired 36 hours after § “car 
birth. It can be assumed, I sup- | 
pose, that the infant inspired — Pine 
shortly after delivery in order to Sin 
be able to expire. But the pre- 
senter failed to mention this. The 4! 
interval of 36 hours between in- § °™it 
spiration and expiration must be J "me 
close to a world’s record. Woul 
We can reasonably suspect that J Wond 
the resulting anoxemia had some 
relation to the “anxious, cyan- 
otic” appearance and to the in- J @*/oli 
fant’s death which, incidentally, 
was not otherwise mentioned. result 
Well, that’s the way it has be- 
come in this modern world of Pe. 
eau 


ours. No one dies anymore. In 
medical circles they expire. In 
lay circles, they pass away—ex- 
cept, of course, for old soldiers, 
who just fade away. 
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Aliases 


The presenter then informed 
us of the following facts. 

“This is her third admission to 
the hospital. She is a known car- 
diac of long standing. On her 
last admission she was called ne- 
phrotic and P.A. and she was 
treated with penicillin.” 

Although the presenter did not 
look furtively around him as he 
was speaking, nor did he speak 
in hushed tones, the presentation 
in general is couched in a sleuth- 
like language. The implication is 
clear that many clues had been 
run down before this rap was 
pinned on the patient. 

Since the patient is called 


| “Mrs. Smith” on this admission, 


we are faced with a question con- 
cerning her previous aliases, 
namely “nephrotic” and “P.A.” 
Would P.A. be her initials, one 
wonders, or possibly pernicious 
anemia or paralysis agitans? 
“She developed a generalized 
exfoliative dermatitis which be- 
came secondarily infected. This 
resulted in a beautiful case of 
generalized postular impetigo.” 
There is an old saying that 
“beauty is in the eye of the be- 


holder.” Well, maybe so, maybe 
so. But if generalized postular 
impetigo is described as “beauti- 
ful,” the only possible comment 
is another old saying that “there 
is no disputing about tastes.” 

(Since the presenter did not 
turn and smile reassuringly at the 
patient when describing her der- 
matologic condition we can as- 
sume that it wasn’t out of regard 
for her feelings that he inserted 
the word “beautiful.” But nothing 
will be accomplished by belabor- 
ing the point.) 

As we steal quietly out of our 
seat at the conference we can 
wonder about many things. Cer- 
tainly when we find a practitioner 
of sesquipedalianism* is afflicted 
by logorrhea, the long - suffering 
members of the audience are 
really more sorely tried than the 
party of the first part. As the 
presenter continues droning out 
his spiel, he is in imminent danger 
of turning his distinguished audi- 
ence into an extinguished one. 

Don’t you make the same mis- 
take when it’s your turn to be the 
presenter. 


*No, | am not going to give the defi- 
nition. Look it up yourself. 
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You can play it safe, stick close to home— 
or take advantage of a once-in-a-lifetime 


opportunity and put in for overseas duty 


May i 


Horst N. Bertram, M.D. 


Day assignments of doctors in the Army are made 
by the Office of the Surgeon General. 

Local commanding officers have little authority in 
the matter. Yet, many doctors winding up their basic 
training try to get a change of permanent duty assign- 
ment through the local command. 

Inevitably, as the third week of Basic comes around 
at the Medical Field Service School, Ft. Sam Houston, 
daily groups of doctors petition for changes of assign- 
ment—and politely but firmly are turned down. 

In hardship or problem cases exceptions are made, 
but only after direct communication with the Surgeon 
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General’s Office. 

Is there a way for the newly 
inducted Army doctor to avoid 
this disappointment? In most 
cases, yes. 


Preference 


Near the end of the first week 
in Basic, a special team of inter- 
viewers is sent by the Surgeon 
General’s Office to interview doc- 
tors at Ft. Sam Houston. At this 
time, your MOS (military occu- 
pational specialty) relating to 
your past civilian experience will 
be adjusted. 

More important to your future 
happiness, you will also have an 
opportunity to indicate your pref- 
erence for location and assign- 
ment for the next two years. 

You will be asked to list three 
choices of areas in the U.S. and 
three under foreign assignments, 
according to areas. 

Now here is the point at which 
you can fall off the deep end. 


Advice 


Obviously, the average young 
doctor will be happy if he gets 
an assignment for which he is 
qualified. He will enjoy his work, 
and other factors become less im- 
portant. 

What then, might prevent the 
doctor from getting the “right” 
assignment? 
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The first obstacle comes from 
bad advice offered by “old Army 


people,” who pretend to know 


all about everything connected 


with the Army. They aren’t in the f 


Army now—but they have been 
And in their minds at least, this 
prior service seems to give them 
the brilliance of insight neces- 
sary to advise any novice. Un- 
fortunately, their advice is often 
the worst you could get. Here’: 
their reasoning: “Never min¢ 
what you put down on your pref: 
erence card. Put down the op. 
posite of what you really want tc 
do, and you'll wind up where you 
wanted to.” 

Nothing could be more foolish. 
and yet, I have personally seen 
this happen often enough. Many 
people who wind up in an un- 
desirable assignment have this bad 
advice and their own indecision 
to thank for it. 


Decision 


Contrary to widespread belief. 
it matters very much to the Army 
what preference a doctor indi- 
cates. Whenever possible each 
vacancy will be filled by a quali- 
fied individual who has stated a 
desire for the location or type of 
duty involved. 

Purposeful individual requests 
are respected and encouraged. 
The doctor who says “I guess I'd 
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like to be assigned to some large 
hospital somewhere close to New 
York” is likely to experience a 
great disappointment, not because 
} of Army vindictiveness, but be- 
} cause he just hasn’t been very 
convincing. 

I have found that in the Army 
as in life, people who know what 
they want often get what they 
want. 

The doctor who says “I have 
had a great deal of orthopedic 
experience and I would like to 
be assigned to a unit that needs 
a good bone man, and for per- 
sonal reasons I would prefer the 
Fourth Army area to all others” 
is very likely to get the assign- 
ment he asks for. 

The trick here, as with any 
kind of application for an appoint- 
ment, is to put your best foot 
forward, to decide what it is you 
have to offer to the Army. With 
that you will be able to bargain 
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Born and educated in Germany, he served a 
rotating internship at Good Samaritan Hos- 
pital, Dayton, O. (1952) and a year of 
residency in psychiatry at Rhode Island 
State Hospital (1953). Completing a three- 
year tour in the Army (where he also 
obtained U.S. citizenship) the author was 
appointed chief of the mental hygiene clinic (medical training 
center) at Camp Pickett, Va., and Ft. Sam Houston, Tex. 
Overseas he was chief of the NP Section of the 279th Station 
Hospital in Berlin. After discharge, he returned to take resi- 
dency training in radiology at West Haven VA Hospital. 


within reasonable limits. The 
Army is a large organization; it 
cannot always fulfill personal 
wishes, particularly when they 
cannot be reconciled with more 
urgent needs of manpower pro- 
curement. 

But don’t forget that the less 
desirable assignments are usually 
given to the less desirable people 
and that it is up to you to make 
your wishes or problems known 
at the time of the interview or 
by contacting the liaison officer if 
the interviewing team has de- 
parted. Incidentally, “manipula- 
tion” is frowned upon, just as lack 
of intention and purpose are dis- 
regarded. 


Overseas 


It is only human to try to avoid 
uncomfortable changes. For the 
family man this usually means 
that he desires an assignment 
close to home. But if you are 
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young, and your wife is young, 
and maybe you have one or two 
small children, this desire may 
lead you to pass up one of the 
most exiciting experiences the 
Army has to offer. 

Ask for an overseas assign- 
ment. Don’t worry that you will 
be sent in the wrong direction; 
doctors are needed both in the 
Far East and in Europe. How- 
ever, to take your family at gov- 
ernment expense, you must ex- 
tend your tour of active duty for 
a year (making a total of three 
years). You can even make the 
extension contingent upon assign- 
ment in the part of the world that 
you ask for. 

Every cent of the way will be 
paid for by the Army, both for 
you and your family. Normally 
your family will go by ship, how- 
ever, there will be an opportunity 
to express a preference for air 
travel if desired and if space is 
available. You are not assured, 
however, that your family can ac- 
company you. 


Travel 


Three arrangements are pos- 
sible, concurrent travel, which 
means that you can take your 
family with you if housing is 
available overseas, a fact which 
is ascertained telegraphically be- 
fore you are notified; coordinated 


74 


travel, which means that your 
family can follow within a month Ff 
or two, as soon as housing will f 
be available; and travel for your 
family “at a later date.” Most 
families are being authorized con- 
current travel on the basis of 
agreeing in advance to live for > 


a temporary period in whatever — 


accommodations can be obtained 
for them in the civilian economy. 
In many instances this may mean f 
a comparatively expensive hotel 
for an indeterminate time. If such 
arrangements are acceptable to 
you, the command to which you 
are being assigned will make the 
necessary reservations and other- 
wise assist you prior to your de- 
parture from the United States. 

Your possessions will be di- 
vided into three parts: the things 
you do not want to take with you 
overseas will be stored at no cost 
to you, and for one year after 
your return from overseas; the 
larger household goods that you 
want to have with you will fol- 
low you in about two or three 
months; arftd things you need im- 
mediately will accompany you as 
“hold baggage.” 


Assignment 


If you go to Europe with your 
family you will be processed at 
Ft. Hamilton (Brooklyn), N.Y. 
If you go alone you will be proc- 
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essed at Ft. Dix, N.J. and your 
} family will go through Ft. Hamil- 
# ton at a later date. Every step 
of the way is carefully planned 
for you and your family, and once 
you get your “Port Call” you do 
not have to wait around for more 
} than a few days. As your ship 
| or plane arrives in Europe, for 
} example, your orders assigning 
you to your new unit are ready 
| for you, and attached are rail 
tickets and directions. Your car 
is also shipped free, but will ar- 
| rive about one month later, and 
your unit will give you four days 
to go to the Port and pick up 
) your automobile. 


de- The normal policy in Europe 
ates. f} these days is to assign the ma- 
di- }} jority of doctors to field units 
lings |} for the first seven to twelve 
you — months. Then, if desired, and if 
cost | a hospital position can be ar- 
after | ranged, transfer can be requested 
_ the Bf for the balance of the overseas 
you — tour. You can then ask for a 
fol- | transfer to a hospital for your re- 
three § maining time overseas. You 
1 im- § should also know that you must 
yu aS H stay Overseas for at least a year 
after the arrival of your family. 

A tour of duty overseas may 

well be the most exciting time 

your § of your life. There is plenty to 
od al see, and plenty of time to see it 
N.Y. fin. There are 30 days of leave 
proc- authorized during each year and 


sician 
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also the possibility of an oc- 
casional “three-day pass” which 
is not charged against your leave. 


Community 


In Europe the American Ex- 
press Company caters largely to 
people on three-day passes, and 
during weekends you can see all 
the capitals of Europe at a ridic- 
ulously low cost, not more than it 
would cost you to spend a week- 
end in New York, for instance. 

For doctors there is the addi- 
tional chance of going to profes- 
sional meetings in other parts of 
the country, usually in the larger 
Army hospitals, and the Army 
encourages you to take time off 
for this purpose. 

Your wife will probably enjoy 
the closely-knit Army community 
life overseas, and since a full-time 
maid does not cost more than $30 
a month, she will find time for 
herself and will have an oppor- 
tunity to do a lot of shopping and 
sightseeing. Needless to say, as 
a member of the Armed Forces 
you will be permitted to bring 
home all the goods acquired for 
your own use, duty free. 

Serving as a doctor with the 
Armed Forces overseas is an en- 
joyable privilege, and I don’t be- 
lieve that I have ever met a doc- 
tor who felt that it was a waste 
of time. The standing you enjoy 
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as a professional man with Ameri- 
cans overseas, and with foreigners 
likewise, is a highly gratifying ex- 
perience, and will make you feel 
wanted and accepted, a feeling 
that is not as manifest in an as- 
signment in the Continental U.S. 


Preference 


So don’t let “fate take its 


course” when you are called on 
active duty. You will be pleas- 


antly surprised how much your 
preferences are desired and the 
effort that is made to give you 
what you ask for. 

And do not dread going over- 
seas. Look forward to it. Chances 
are you'll remember your tour 
with pleasure and feel a nostalgic 
longing whenever you show your 
color slides to your friends when 
you are back home and a civilian 
again. 


“Whatever you do, don't turn your back on him!" 
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Future Practice Location 


To help you make a thorough, realistic examination 
of your prospective practice area, here are some 


points to look for. 


Having made your selection of 
one or two specific communities 
for a possible practice site (“Why 
Not Choose Your Practice Loca- 
tion?” — RP April 1959), the 
next step is to make an in-person 
evaluation. 
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Terry S. Vincent, M.D. 


The personal visit is at once 
the hardest and easiest phase of 
locating a practice. It’s hard be- 
cause you'll find it difficult to be 
objective. Your natural enthusi- 
asm over certain community ad- 
vantages may warp your perspec- 
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tive, cause you to gloss over im- 
portant negative factors. 

The easy part of visiting your 
future community is that you can 
actually speak with those who'll 
be your colleagues, patients, fu- 
ture friends. Face to face you 
can decide whether or not this 
is the place for your home and 
your practice. 


Cautions 


To protect you against being 
oversold, carry a healthy supply 
of cautious optimism with you; 
mix well with a touch of skep- 
ticism. This recipe will help you 
toward a sound evaluation of the 
community. 

There is one error you may 
fall into without realizing it. 
Don’t accept hearsay as fact. For 
example, a druggist may encour- 
age you to locate in his area sim- 
ply because you represent more 
business for him. 

On the other hand, some local 


About 
the 
Author 


With an A.B. from Baker University, Bald- 
win, Kansas, and an M.D. from the Uni- 
versity of Kansas School of Medicine, the 
author interned at the U.S. Naval Hospital, 
Great Lakes, Illinois. Completing his naval 
duty as a pathologist on Guam, Dr. Vincent 
established a general practice in Houston, 
Texas in 1948. This article is adapted from his recent series of 
lectures prepared for the junior and senior medical students 
at Baylor University College of Medicine. 


doctors may discourage you be- 
cause you will mean competition. 

Is this generally the case? 
Probably not. But it does hap- 
pen. And it could happen to you. 


Attractions 


As a general rule, those who 
live in the community will be 
brimming with encouragement, 
tell you how desperately you are 
needed, how “overworked” the 
other doctors are — even when 
they’re not. 

Another error (more common 
than you might imagine) is to 
succumb blindly to nonmedical 
attractions such as first-class fish- 


ing, golfing or skiing facilities. f 


These may be important to you, 
but certainly not as important as 
a good community—professional, 
economic, and social. 


True test 


Actually, the only true test of 
any community is living and 
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LIVING CONDITIONS 


“Community A Community B 
Good Fair Poor Good Fair Poor 
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. The neighbors 
. Appearance of homes, lawns, etc. 


. Schools 


. Churches 

. Recreational centers 
. Shopping facilities 
. Transportation 


8. Police, fire, and other services 


. Protective zoning measures 


} working in it. But short of that, 


there are some questions you can 
ask that will lessen your chances 
of going too far astray in your 
choice. 

@ Does the community pro- 


vide a social and cultural envi- 
ronment in which you and your 


family can be happy? 

@ Is there a church of your 
faith in the area? 

@ Is the school system such 
that you can be confident of the 
quality of your children’s educa- 
tion? 

@ Does the economy of the 
area show promise of continued 
prosperity and growth? 

@ Are there professional op- 
portunities and facilities available 
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to assist you in practicing the best 
medicine possible? 


List 


There are drawbacks in every 
community. The perfect location 
just does not exist. The best you 
can expect is a reasonable com- 
promise. So it is wise to make a 
check list of specific questions to 
ask of yourself and others. By 
referring to the list you will know 
in what particulars you'll be com- 
promising. 

Let’s analyze a sample list in 
some detail. 

Under the heading “Living 
Conditions” you can assess the 
social and cultural aspects of a 
town or neighborhood. Answers 


79 


a> 
1 
| 
ase? 
yOu. 
| 
! | | 
vhen | | | | 
i | | 
non 
dical 
fish- 
ities. 
you, | | 
onal, | 
st of 
| 


to the following questions should 
give you a clear idea of some im- 
portant “living” conditions. 

1. Are your prospective neigh- 
bors fairly near your own social 
status? Are they likely to share 
your tastes and interests? 

2. Are their homes neat and 
in good repair with well-tended 
lawns and gardens? 

3. Are there good schools 
within half a mile or so of where 
you’d live? Are they situated 
away from traffic and other haz- 
ards? 

4. Are churches, a library, and 
places of amusement and recrea- 
tion available within a couple of 
miles? 

5. Is there a neighborhood 
shopping center, and is there a 
major shopping area within easy 
reach by car or bus? 


THE ECONOMIC PICTURE 


Good Fair 


6. Does a local bus line pass 
near your prospective home? 


7. Are police and fire protec- Ff 


tion, garbage collection, street 


maintenance, and other public ff 


services adequate? 

8. Is the neighborhood zoned 
to exclude factories, 
amusement centers, 


code in the area which is adhered 
to? 


Economic health 


When you come to evaluate f 
the economic health of a com- f 
munity, you'll want specific infor- 


mation from business, industrial, 


and civic leaders. The people ) 


who can best answer your ques- 
tions are bankers, the secretary 


or manager of the chamber of f 


Community A 
Poor 


Community B 
Good Fair Poor 


. Trend of community growth | 


. Diversification of economy 


. Standard of living 


. Attitude of business community 


. Trend of property values 


. The tax situation 
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commerce, and municipal offi- 
cials. 

Your economic survey will 
cover the community as a whole, 
of course, whatever its size. And 
you can avoid the risk of getting 
biased information by asking for 
the facts and figures. 

1. Is the community growing, 
with the younger people staying 
| put and more younger people 
} moving in? Has the pattern of 
growth been gradual and consist- 
ent over a period of time, rather 
) than in the nature of a temporary 
boom? 

2. Does the community enjoy 
) a diversified economy, not overly 
) dependent on a single industry or 
} on a few industries subject to 
seasonal slumps? 

3. Are the standard of living 
and the per capita income as high 
as, or higher than, the average 
for the region? What proportion 
of the people are home owners, 
for instance. How does this com- 
pare with the average elsewhere? 

4. Does the business commu- 
nity actively support organiza- 
tions like the chamber of com- 
merce that work toward the eco- 
nomic development of the area? 

5. Have business and residen- 
tial property values increased in 
the last five years at a rate com- 
parable with that of near-by com- 
munities without as yet having 
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reached their potential peak? 

6. Are taxes and property as- 
sessments at what seems a rea- 
sonable level? Is there sufficient 
industry to aid in_ stabilizing 
school tax rates? 

Expert opinions can be of 
great value in helping to interpret 
the facts and statistics you gather. 
But be sure they’re impartial 
opinions and not merely the op- 
timistic assertions of civic boost- 
ers. 


Questions 


In judging the possible future 
of a new practice in any commu- 
nity you should be able to get 
guidance from the county medical 
society. But if other physicians 
are practicing in the same locale, 
you'll find it both diplomatic and 
rewarding to call on them, too. 
Here are the principal questions: 

1. Are hospital and laboratory 
facilities available? Js it reason- 
ably certain that you'd be able to 
get hospital privileges soon? 

2. As a new doctor with a 
practice to build, would you be 
able to earn fees immediately by 
such activities as making exami- 
nations for the health depart- 
ment, board of education, insur- 
ance or industrial firms? This 
could be very important to you 
depending upon your own finan- 
cial resources. 
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x Hospital and other facilities 
. Prospects of early income aids 


. Colleagues’ attitude 


2 
3 
4. Doctor-population ratio 
5. Postgraduate education opportunities 
6 


. Prepaid health insurance coverage 


3. Are your colleagues in the 
vicinity prepared to give you a 
cordial welcome and to offer the 
cooperation you’d need? Will 
they let you take their night calls, 
weekends? 

4. Does the population seem 
to be large enough to support 
every active practicing doctor, in- 
cluding you? 

5. Is there a convenient medi- 
cal center, where you would have 
the opportunity to continue your 
postgraduate education? 

6. Do area residents have 
widespread coverage by Blue 
Cross, Blue Shield or other health 
insurance plans? 


Suggestions 


Miscellaneous hints are these: 
@® Write to the local medical 
society before you make your in- 
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PROFESSIONAL FACTORS 


Community A Community B 
Good Fair Poor Good Fair Poor 


T 


spection. The reply will often re- 
flect attitudes and opinions and 
forewarn you. 


@ Check with the local hospi- | 


tal and see what privileges you 
may have and when you may get 
them. 

@ If you are a specialist, check 
on the attitude of the local GP’s 
toward your specialty, and 
whether the GP’s have been 
active in your field. 

@ Find out how many doctors 
have come and gone and why 
they left. Get in touch with the 
doctor who left, if possible, and 
you may learn things that he had 
to get by bitter experience. 

@ Meet as many as possible 
of the doctors who will be your 
neighbors or competitors. 

@ Talk to the local pharma- 
cists. They will give you a rosy 
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picture, but can also give you 
some straight facts about the lo- 
cal doctors that the doctors might 
be reluctant to mention. 

@ Most important, do your 
own investigating. You will have 
to depend upon prospective neigh- 
bors, real estate men, chambers 
of commerce, and local medical 
societies for much information. 
But check statements with more 
than one source and compare 
them with available facts. 


Unshaded 


There is no guarantee that this 
method of investigation will pre- 
vent you from a mistake in judg- 
ment. But if you keep your eyes 
and ears open and form an opin- 
ion unshaded by emotions and 
prejudices, you’ll be way ahead 
in the job of finding a good loca- 
tion. Above all else, do not con- 
sider immediate income as the 
most important feature. 


“A simple suture will do Cedric” 
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Conference 


CONFERENCE PARTICIPANTS 


Howarp C. Hopps, M.D., Professor 
and Chairman, Department of Pathol- 
ogy 


E.Lwoop E. Bairp, M.D., Professor of 
Pathology and Director of Clinical 
Laboratories, Department of Pathol- 
ogy 


K. M. Earte, M.D., Associate Pro- 
fessor, Department of Pathology 


MARCEL A. PATTERSON, M.D., Associ- 
ate Professor, Department of Internal 
Medicine 


JAMES C. WriGuTt, M.D., Assistant 


Professor, Department of Internal 
Medicine 


EpwarRD GarBER, M.D., Instructor, 
Department of Internal Medicine 


Morris A. POLLARD, M.D., Professor, 
Department of Preventive Medicine 


McC.LurE WILSON, M.D., Assistant 
Professor, Department of Radiology 


Clinico-Pathological 


University of Texas — Medical Branch Hospitals 


one of a series 
from leading medical centers 


Dr. Hopps: Our Clinical Path- 
ologic Conference for today poses 
a difficult diagnostic problem, and 
this is reflected by the variety of 
diagnoses which those of you in 
the audience have provided. For 
the benefit of our panel and for ff 
your information as well, student 
diagnoses were as follows: The 
majority of seniors felt that our 
patient had a malignant tumor 
arising from the stomach or 
colon; the majority of juniors felt 
that the patient had a primary 
disease of his liver, probably viral 
hepatitis. Among the other diag- 
noses were carcinoma of the lung, 
pancreas; tuberculosis, blastomy- 
cosis, coccidioidomycosis, “colla- 
gen disease,” hepatic cirrhosis, 
Weil’s disease, and even sarcoi- 
dosis. 
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Protocol: This 68 - year - old 
white male was first admitted to 
Medical Branch Hospitals on July 
11 for a period of 38 days be- 
cause of chronic cough produc- 
tive of purulent sputum for many 
years. A diagnosis of lung ab- 
scess was made, and the left lower 
lobe and lingula were removed 
surgically. During the operative 


| procedure transfusions were re- 


quired, the patient receiving 6,- 


) 000 ml of whole blood. 


The pathologic report was 


| pyogenic abscess; tissue studies 


and acid fast cultures of the ab- 
scess itself were negative for tu- 
berculosis (or other infectious 
granulomas). Incidental diagnosis 
made at the time of this hospital- 
ization included diverticulosis of 
the duodenum and colon, and 
nonfunctioning gall bladder. 


Rib resection 


On September 18 of the same 
year the patient was readmitted 
because of a persistent air-fluid 
level in the left chest. A partial 
rib resection was done with in- 
stitution of open drainage. This 
led to considerable improvement, 
and the patient was discharged 
on his 37th hospital day. 

Last admission occurred on 
November 27 of the same year, 
12 days before his death. This 
time the patient’s chief complaints 
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were of abdominal pain with 
“swelling and red spots on his 
skin.” He had continued to im- 
prove following his recent dis- 
charge from the hospital, and 
drainage from his chest had al- 
most stopped. There had been no 
fever, chills or nightsweats. An- 
orexia began two or three months 
before the time of last admission 
and gradually progressed. Ap- 
proximately three weeks before 
this admission he first noticed 
small red spots on his ankles; 
gradually these progressed to in- 
volve all of his extremities. 
With this there was swelling 
of his ankles and his right knee 
became swollen, hot, and ached. 
Three to four days after this 
there developed gradually a gen- 
eralized cramping abdominal pain 
most prominent in the periumbili- 
cal region. On the day this symp- 
tom made onset the patient 
vomited three times and the fol- 
lowing morning he had six dark, 
liquid stools. There was no hema- 
temesis or melena. Abdominal 
swelling progressed as well as 
swelling of the legs. In addition 
there developed puffiness of the 
hands and face. Another episode 
of cramping abdominal pain and 
vomiting occurred six days be- 
fore admission. Four to five days 
prior to admission, patient ob- 
served light stools, dark urine. 
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History 
Past history: Forty-two years 
ago the patient was hospitalized 
for six months with diagnosis of 
chronic pulmonary Tbe. Forty 
years ago his gall bladder and 
appendix were removed. Family 
history: One brother had mental 
deficiency and died in a state of 
paralysis. There was a family his- 
tery of hay fever and asthma, 
“heart trouble” and diabetes. 
Physical examination: On last 
admission the patient’s tempera- 
ture was 98.8°, pulse was 80, 
respiration 16, and blood pres- 
sure 120/80. He appeared chron- 
ically ill, had icteric sclerae. A 
few telangiectases were noted over 
the anterior chest wall and pe- 
techiae were seen over the legs 
and arms. Inguinal lymph nodes 
were slightly enlarged. The chest 
presented an increased AP diam- 
eter. The left hemithorax was 
somewhat smaller than the right 
and breath sounds decreased on 
this side; they were absent below 
T 9 and there was dullness and 
increased fremitus below T 9. The 
trachea was deviated to the left. 
Heart sounds were essentially 
normal; P, was greater than A:. 
The PMI was in the fourth in- 
tercostal space at the anterior 
axillary line. Occular fundi 
showed slight spasticity and tor- 
tuosity of arterioles. There was 


moderate ascites with consider- 
able tenderness over the right 
upper quadrant and epigastrium. 
The liver was not palpated; but 
dullness extended three finger- 
breadths below the right costal 
margin. The spleen was not palp- 
able. Bowel sounds were normal. 
Rectal examination revealed 
slight enlargement of the prostate; 
feces were clay colored. There 
was pitting edema of the legs up 
to the knees, more marked on 
the right. The right knee was 
slightly tender, but was not more 
swollen than the left. Neurologic 
examination was negative except 
for a questionable Babinski sign 
on the right. 


Laboratory data 


Hb: 10.4; RBC 3/52 M/cm 
—MCV 98, MCH 28.7, MCHC 
29.2. WBC 8,050 with PMN, 
73%, Stab, 1%, Basos, 1%, Eos 
2%, Lymphs, 10%, and Monos 
13% with five young forms. 
Platelets were 705,000/ml; Hmt. 
34%; Bleeding time, 35 seconds; 
Clotting time, 7 minutes. Direct 
Coombs test was negative. LE 
test (6), negative. Urine: Sp. Gr. 
1.018-1.023; persistent 4+ pro- 
tein. Sediment contained 4-18 
RBC’s and 3-15 WBC’s per hpf; 
4-8 granular casts and rare waxy 
casts per Ipf; test for bilirubin 
was positive, undiluted and nega- 
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tive, 1:10 for urobilinogen. 
NPN was 60 mgm per 100 ml, 
rising gradually to 105 at time of 
death. TP were 5 gm% with al- 
bumin 2 and globulin 3. Alk. 
phos. was 5.3 BU (P 2.8 mEa). 
Prothrombin was 60%. Ceph. 
floc. at 24 hrs., 4+. Thymol 
Turb. ranged from 7-10 units. 
Cholesterol was 133 mg/100 ml, 
bilirubin was 2 mg total with 1.5 
mg direct, rising to 23.5 total 
with 17.5 direct at the time of 
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FIGURE |. Liver 
Macrophotograph of 
cut surface magni- 
fied approximately 
3X to show exagger- 
ation of lobular 
markings and foci of 
necrosis. 


death. Serum amylase was 88 
units—24 hr. urinary amylase 
was 1500 units. Serum glutamic 
oxalacetic transaminase (SGOT) 
was 350 units, Serum electrolytes: 
Na 133, K 5.6, Cl 107, CO, 4.8 
mEq/L. 

Ascitic fluid was bloody, sp. 
gr. 1.010; albumin 1 gm%; 
WBC’s were 150 cm. 75% PMN 
and 25% Lymphs; RBC’s 10,- 
000/cc.; Routine and AF cultures 
negative; cell block neg. 
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PROZINE 


meprobamate and promazine hydrochioride, Wyeti 


SPECIFIC CONTROL 
ofr EMOTIONAL DISTURBANCES 
THROUGH DUAL ACTION 


bf two 

PROZINE controls anxiety and tension as well a: shocting 

motor excitability. This effect on the components of emotional reac- fpf the b 
tion is possible because of the dual sites of action of PROZINE—the} we § 


thalamic and hypothalamic areas of the brain. The unique dual action} 
of PROZINE enables the physician to exert more specific control 
over emotionally disturbed patients. 


PROZINE controls emotional disturbances manifested by apprehen- 
sion and agitation, insomnia, nausea and vomiting, gastrointestinal 
symptoms, alcoholism, menopausal symptoms, premenstrual tension. 


PROZINE is indicated in patients having a primary emotional dis- 

turbance, in patients having an emotional disturbance unrelated to 
their organic disease, and in patients emotionally disturbed by pri- 

mary organic disease. PROZINE is especially useful in overly appre- 

hensive medical patients—including surgical and obstetrical—and in 
emotional problems of children, adolescents, and the aged. It also is 
useful in emotionally disturbed patients who receive little or no relief 
from analgesics, barbiturates, anticholinergics, antihypertensives, and 
hormones (estrogens and corticoids). 


*Trademark 
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PROZINE in the recommended dosage (1 or 2 capsules, 
3 or 4 times daily) produces more specific control than is 
obtainable with high doses of other ataractic agents. 


in emotionally disturbed patients on PROZINE the 
dose required is diminished to the point where the inci- 
dence of side-effects and toxicity reactions is minimal* 
and the patient is calm, tranquil, and amenable to 
additional therapy, whether it be educational, medical, 
or psychiatric. 


Supplied: Bottles of 50 capsules, each containing 200 mg. 
of meprobamate and 25 mg. of promazine hydrochloride. 
Comprehensive literature available 


*In studies involving 972 patients suffering a variety of emotional dis- 
eases, related and unrelated to physical ailments, 78 per cent were 
improved; the incidence of side-effects was only 3.7 per cent. 
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Two sputum cultures were 
negative for AFB; culture re- 
vealed alpha and beta strep and 
micrococcus species. 

ECG—sinus tachycardia, low 
T waves posteriorly. 


Radiologic studies 


Barium enema revealed diver- 
ticulosis as before. GI series re- 
vealed a diverticulum of the 
duodenum as before with a ques- 
tionable filling defect in the 
greater curvature. Abdominal 
films were negative except for 
degenerative disc disease L 4-L 
5. Chest films showed a shift of 
the mediastinum to the left with 
a small amount of fluid in the 
right pleural space. There was 
opacity in the left lower hemi- 
thorax as before, perhaps slightly 
increased. The left lung was well 
aerated above T 7 posteriorly. 


Hospital course 


Following admission there was 
a progressive downhill course, 
with increasing icterus, reaccu- 
mulation of ascitic fluid (after 
paracentesis with removal of 1200 
ml), loss of appetite, persistent 
dull abdominal pain, rising NPN 
and decreasing urinary output. On 
the day of his death the patient 
lapsed into coma, later going into 
shock. He expired quietly despite 
supportive measures which in- 


cluded vasopressors and hydro- 
cortisone IV (10 mgm Q6 hrs 
the last two days). 


Dr. WRIGHT: This was a 68- Ff 
year-old male with chronic sup- ff 
purative pulmonary disease of ff 


many years duration who im- 
proved following surgical removal 
of infected lung tissue and drain- 
age of an empyema cavity. How- 
ever, the improvement was short- 
lived, and there developed pro- 
gressive involvement of the liver 
and kidneys with progressive 
jaundice, ascites, decreasing uti- 
nary output, and uremia. This lat: 


ter phase of the patient’s course & 


lasted approximately one month 

Questions to be answered in 
the process of arriving at a de- 
finite diagnosis include the fol- 
lowing: First, could involvemen' 
of the renal and hepatic systems 
be a manifestation of some gen- 
eralized process that began a 
pulmonary disease, for instance, 
carcinoma of the lung or an in- 
fectious granuloma? Alterna- 
tively, is the involvement of liver 
and kidney entirely unrelated to 
the previous long standing pul- 
monary disease? 

Second, with both hepatic and 
renal systems severely involved, 
is the renal disease secondary to 
hepatic failure, the so-called he- 
pato-renal syndrome? Alterna- 
tively, are both systems primarily 
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FIGURE 2. Liver: Magnification 130X; this is an area of massive necrosis and “conden- 
sation fibrosis." The apparent increase in bile ducts is probably also from “condensa- 


tion." 


involved by some generalized sys- 
temic process such as widespread 
infectious disease, or “collagen 
disease?” (The history of joint 
involvement and the patient’s pe- 
techial and purpuric hemor- 
thages early in his course lends 
support to the latter diagnosis.) 
Third, considering time rela- 
tionships, thinking particularly of 
the twelve blood transfusions 
which the patient received during 
his lobectomy, could our patient 
have homologous serum jaundice? 
Fourth, does the radiologist’s 
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Moderate numbers of inflammatory cells are present, all mononuclears. 


report of a questionable large fill- 
ing defect in the greater curvature 
of the stomach indicate a primary 
carcinoma there or in some neigh- 
boring structure? 


Possibilities 


Dr. PATTERSON: One thing 
that we can all agree upon is that 
this is a difficult case to diagnose 
with the information at hand. I’ve 
tried to tie the pulmonary disease 
to the terminal illness of consider- 
ing disseminated granulomas such 
as tuberculosis, cryptococcosis or 
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coccidioidomycosis, but this is 
foolhardy in view of assurances 
that the resected lung tissue was 
carefully studied with this in 
mind—and found negative. 

Another possibility is that the 
patient had a carcinoma, perhaps 
of the stomach or perhaps of the 
pancreas. We should get more in- 
formation about this in a mo- 
ment, when we look at the x-rays. 
Carcinoma of either of these or- 
gans could give extensive meta- 
stases to the liver and these 
metastases could compress major 
hepatic bile ducts giving an ob- 
structive component as well as a 
hepatocellular component to the 
jaundice. I’m inclined to con- 
sider the possibility of carcinoma 
quite seriously. Viral hepatitis 
can’t be excluded, but the pic- 
ture is certainly not typical. 

Finally, collagen disease such 
as disseminated lupus must be 
listed as a very good possibility. 
With this we could tie together 
the several systems that are in- 
volved — joints, blood and/or 
blood vessels (the petechial rash), 
liver, kidneys, and even the lung, 
though I feel that the lung ab- 
scess was a separate and distinct 
process. Until we see the x-rays, 
at least, I’m favoring carcinoma 
of the pancreas or stomach. 

Perhaps Dr. Baird could give 
us some additional leads. 


Dr. BairD: The laboratory evi- 
dence of altered pigment metabol- 
ism clearly indicates an element 
of biliary tract obstruction to- 
gether with some loss of hepatic 
function, and we can go little fu:- 
ther than this. In addition, one 
is impressed by the evidence of 
renal impairment and its accom- 
panying sodium deficit, and | 
should like to dwell on this for 
a moment. The sodium deficit, 
as indicated by the low blood 
level and the very low carbon di- ff 
oxide capacity of the blood, could § 
have developed by losses through & 
vomiting and diarrhea, togethe 
with sequestration in the ascitic 
fluid. It is more likely, however 
that the deficit developed from 
excessive losses of sodium in the 
urine coupled with simultaneou 
restriction of Na intake. 


Sodium loss 


It seems logical to assume tha 
involvement of the liver led t 
decreased hepatic function wit! 
curtailed carbohydrate metabol 
ism and accelerated fat metabol- 
ism, resulting in ketosis and at 
increased sodium loss in tht 
urine. In addition, renal involve- 
ment itself probably led to some 
curtailment of ammonia forme 
tion by the tubules, with result 
ing increased loss of sodium. 

We do not know whether the 
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area of necrosis, but the area is still massive" in that it involves more than 
one lobule. Hepatic cells in various stages of degeneration are also seen. 


sodium deficit was only tempo- 
rary or whether it progressed, 
playing an important role in the 
patient’s rising NPN, oliguria and 
making important contributions 
to his death. 

Dr. GARBER: Before comment- 
ing on the possibilities in this case 
I would like the radiologist to 
demonstrate the x-rays with par- 
ticular regard to the “filling de- 
fect in the greater curvature” be- 
cause the demonstration of a defi- 
nite lesion in this area would defi- 
nitely modify my opinion. In ad- 
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dition, I might add that ordering 
a cholecystogram, despite the his- 
tory of a cholecystectomy, is not 
as ridiculous or laughable as some 
of the students might believe. I 
say this because, in my experi- 
ence, the patients are not always 
told that a cholecystomy was per- 
formed rather than a cholecystec- 
tomy — particularly if the latter 
has been planned and found too 
difficult to perform. 

Dr. WILSON: Chest films made 
on July 7 revealed a dense region 
of consolidation in the left lower 
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evi- — 
| FIGURE 3. Liver: Magnification 130X; this shows a somewhat smaller 
in the 


lobe and lingula. There was con- 
siderable associated pleural re- 
action. No definite abscess cav- 
ity was seen. The etiology of the 
process in the lungs was not ap- 
parent from the films. X-ray 
studies of the paranasal sinuses 
at that time showed thickened 
membranes and clouding of both 
maxillary sinuses, probably sec- 
ondary to chronic infection. 


Two series 


A cholecystogram made in Au- 
gust revealed what appeared to 
be a very faint, but definite, gall 
bladder shadow in the right up- 
per quadrant. Concentration of 
the dye was insufficient to exclude 
small calculi. Answering Dr. 
Garber’s comment, we weren't 
informed that the patient’s gall 
bladder had been removed, and 
I don’t believe that it had been; 
I think that we see a gall bladder. 

Two GI series were performed. 
The first, done on August 6, 
showed no significant abnormal- 
ity, except for a large diverti- 
culum arising from the transverse 
portion of the duodenum. The 
second GI series, done on De- 
cember 2, revealed an extrinsic 
pressure defect on the greater 
curvature of the stomach prob- 
ably due to gas in the colon. 
There was no evidence of car- 
cinoma. Repeated films of the 


abdomen, during the patient’s ill- 


ness, demonstrated a rather small [ 


liver, but no other significant ab- 
normality. 

Dr. GARBER: After seeing the 
stomach x-rays I would agree with 
Dr. Wilson that no definite lesion 
of the greater curvature exists 
and, in my own mind, dismiss 
the possibility of carcinoma 0! 
the stomach. It would have been 
helpful to me if a more detailed 
description of the progression o! 
the edema had been given becaus: 
its site of first appearance ané 
manner of extension may have i 
bearing on the diagnosis. Also. 
I'd like to know whether or noi 
there was abdominal or thoracik 
venous engorgement. 

Considering all the facts pre- 
sented, and ignoring the fact thai 
we have a virologist (Dr. Pol 
lard) on this panel, the follow 
ing possibilities come to my 
mind: 1) amyloidosis, 2) serum 
hepatitis with associated rend 
complications (hepato-renal syr- 
drome), 3) thrombosis of the 
portal vein, 4) inferior vena cavi 
thrombosis with associated Budd- 
Chiari syndrome (thrombosis 0 
hepatic veins), 5) carcinoma of 
the kidney. The normal blood 
cholesterol and presence of jaun- 
dice and hepatic failure would 
eliminate secondary amyloidosis. 

Thrombosis of the portal vein 
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is unlikely without splenomegaly, 
gastric hemorrhage, hematemesis, 
ileus, or melena. 

Carcinoma of the kidney with 
extension into the inferior vena 
cava as a cause for inferior vena 
cava thrombosis would have to 
be considered along with an in- 
flammatory cause for such throm- 
bosis. In view of the history of 
a swollen, warm right knee, in- 
flammatory involvement of saphe- 
nous or femoral vein is the 
more likely, which could be fol- 
lowed by thrombosis of the vena 
cava. This, progressing to pro- 
duce thrombosis of the hepatic 
veins, could give the picture de- 
scribed in the protocol, except 
that there is no mention of the 
collateral venous engorgement. 

The sequence of events might 
have been: infection in the veins 
of the right lower extremity, then 
edema of right leg, bilateral 
edema, renal involvement, ab- 
dominal pain, involvement of the 
liver to produce enlargement in- 
itially then decrease in size, nau- 
sea and vomiting, and finally, 
liver and renal failure, and death. 

Alternatively, serum hepatitis 
with associated renal complica- 
tions of the so-called hepato- 
renal syndrome surely could have 
been the cause of this patient’s 
illness; however, the swollen, 
warm right knee is difficult to 
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place in this syndrome. For this 
reason I feel that we are dealing 
with a Budd-Chiari syndrome 
preceded by inferior vena cava 
thrombosis. 

Dr. PATTERSON: After seeing 
the x-ray films, despite Dr. Gar- 
ber’s persuasive argument, I’m 
going to change my diagnosis to 
viral hepatitis. But I’m far from 
certain that this will be correct. 


Pathologic findings 


Dr. Hopps: At autopsy, the 
patient was poorly nourished 
(5’ 10”—125 Ibs.) and mark- 
edly jaundiced. Especially the 
right leg and the external genitalia 
were quite edematous. There 
were many petechiae and a few 
ecchymoses over the lower ex- 
tremities. A well-healed thoraco- 
tomy scar was evident on the left 
side, and there was a recent sur- 
gical stab wound in the mid- 
scapular region on the left, at the 
tenth rib. This was draining a 
small amount of pus. Upon open- 
ing the thoracic cavity, dense 
fibrous adhesions were encoun- 
tered, obliterating much of the 
left pleural space. An encapsu- 
lated empyema cavity was found 
at the base of the left thorax con- 
taining perhaps 100 ml of light 
yellow pus, and the previously 
described stab wound extended 
into this. 
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FIGU RE 4. Liver: 


Magnification 620X; ie one can see a variety of 
profound degenerative changes including balloon cells. 


The arrow in- 


dicates a bile canaliculus which is distended with inspissated bile. 


The portion of left lung adja- 
cent to the empyema cavity was 
atelectatic and there was moder- 
ate edema, but the major part of 
the left lung was unremarkable 
save for slight compensatory em- 
physema. The right lung showed 


little change. The pericardial 
cavity was normal and, aside from 
slight atrophy, the heart was nor- 
mal. There was moderate athero- 
sclerosis; major vessels were 
otherwise normal. The most im- 
portant changes were found in 
the abdominal cavity. Dense 


fibrous adhesions involved the 
right upper hand quadrant bind- 
ing the liver, colon and stomach 
into a mass that required sharp 
dissection to separate. 

The liver weighed 950 grams, 
approximately 2/3 of normal, and 
its edge was well above the costal 
margin. Its capsular surface was 
gray-green and somewhat 
wrinkled, reflecting the recent de- 
crease in volume. It cut with de- 
creased resistance; the paren- 
chyma was discolored green-yel- 
low-orange and quite flabby. The 
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biliary tract was widely patent 
without evidence of inflammation. 
A saccular dilitation was found 
in the major hepatic bile duct, 


» Bi and this held an estimated 50 ml 


) of pale green bile (compensation 
} for the gall bladder which had 
y been removed) and it was prob- 
ably this that the radiologists in- 
terpreted as gall bladder. The 
| spleen was slightly smaller than 
normal, 100 gms. It was grayish- 
red and rather soft. 

The pancreas was not remark- 
able. The gastro-intestinal tract 
was carefully examined; there was 
no evidence of neoplasia. The 
diverticulum, which had been re- 
ported to be present by the radi- 
ologists, was searched for, but 
was not found. There were nu- 
merous petechial hemorrhages 
and small ecchymoses in the gas- 
tric mucosa and the stomach con- 
tained 200 ml of coffee ground 
material, but no foci of ulceration 
nor other specific sources of 
hemorrhage. 


Other findings 


The genito-urinary system was 
not remarkable except for moder- 
ate enlargement of the kidneys 
(175 and 140 gms) which were 
discolored yellowish - green. Cut 
surfaces bulged to disclose swol- 
len parenchyma. This was the 
picture of cholemic nephrosis. 
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The adrenal glands were perhaps 
2/3 the usual size and cortices 
were deeper than that usual, de- 
pleted of lipid. The brain weighed 
1370 grams and appeared quite 
normal; there was no evidence of 
increase in intercranial pressure. 
Other tissues were not particu- 
larly remarkable. 

Histologically, the most im- 
portant changes related to the 
liver, and I shall concentrate on 
these. No part of the liver pre- 
sented a normal appearance — 
effects ranged from marked de- 
generation to patchy focal ne- 
crosis to massive necrosis. In the 
areas of massive necrosis the 
stroma had collapsed giving a 
first impression of increased 
fibrous tissue, but special stains 
for connective tissue confirmed 
the opinion that there was no true 
fibrosis. Looking carefully at 
foci of marked degenerative 
change adjacent to areas of ne- 
crosis, one gets information which 
points directly to the etiology. 

Degeneration and necrosis of 
individual cells have taken a va- 
riety of forms; some nuclei are 
pyknotic, others are karyolytic, 
and cytoplasm varies from being 
dense and granular to being swol- 
len and vacuolated (“balloon 
cells”). Many bile canaliculi are 
prominent because they are dis- 
tended with inspissated bile. 
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Hepatic cells which have un- 
dergone necrosis recently, but 
which are still present, have 
stimulated practically no inflam- 
matory reaction. Moderate num- 
bers of mononuclear cells have 
invaded areas of necrosis from 
which the parenchymal cells have 
disappeared, but very few polys 
can be seen there. All in all, the 
picture is entirely characteristic 
of viral hepatitis, and there is no 
question about the diagnosis. 
Whether this condition represents 
infectious hepatatis or homolog- 
ous serum jaundice we cannot say 
because pathologic changes are 
identical in these two conditions. 
Dr. Earle, would you discuss 
neuropathologic changes in con- 
ditions of this sort? 


Blood-brain barrier 


Dr. EARLE: Patients dying of 
hepatic failure frequently lapse 
into coma, or develop mental con- 
fusion, dysarthria and pyramidal 
tract signs. In some cases ana- 
tomical lesions are demonstrable 
in the brain; in other cases, no 
specific lesions are present, as was 
the case here. The parenchyma 
of the brain is seldom found to 
be stained with bile pigment even 
in intensely jaundiced persons 
because of the remarkable effi- 
ciency of the blood-brain barrier. 

Staining of nuclei does occur 


in cases of kernicterus but this 
indicates severe damage to the 
blood-brain barrier. Focal areas 
of cortical and subcortical ne- 
crosis develop occasionally in pa- 
tients who survive, in a state of 
hepatic coma, for several days. 
The greatest controversy concern- 
ing neuropathologic changes in 
hepatic failure centers about the 
frequent finding of aggregates of 
large, atypical, naked, glial nu- 
clei in the cortex in Nissl stained 
preparations. 

These cells are called “Alz- 
heimer glia” and are considered 
to be degenerating forms of pro- 
liferating astrocytes. Malamud 
states: “Such glial elements are 
consistently found in the central 
nervous system of cases with liver 
disorder, including Wilson’s dis- 
ease.” I agree with this statement 
that these cells are characteristic 
but would like to emphasize that 
they are not specific. Atypical 
forms of proliferating astrocytes 
are found in many conditions 
which lead to partial destruction 
of brain parenchyma including 
injury from a variety of toxins 
and poisons. 


Final pathologic diagnosis 


© Viral hepatitis, acute, mas- 
sive 

e Jaundice, marked 

e Nephrosis, cholemic, 
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marked with azotemia 

e Empyema, basilar, left pleu- 
ral—chronic 

e History of surgical removal 
of left lower pulmonary lobe for 
pyogenic abscess 

* Atelectasis, focal, with com- 
pensatory emphysema of left 
lung 

Atherosclerosis, slight 


Correlation 


Dr. Hopps: Making a clinical 
pathologic correlation from the 
pathologist’s viewpoint, I believe 
that the patient’s malaise, an- 
orexia, etc., which began two or 
three months before his last ad- 
mission, were the result of tox- 
emia from the supra diaphrag- 
matic abscess which, you recall, 
was draining very little. As to the 
“arthritis,” I’m afraid I have little 
to offer. We were not permitted 
to examine the joints. 

In my opinion, the terminal 
illness began about three weeks 
before hospital admission and 
represented viral hepatitis from 
the start (probably homologous 
serum hepatitis) with progression 
of the disease and continuing ne- 
crosis of hepatic tissue finally to 
the point of marked hepatic in- 
wfficiency, hepatic coma, and 
death. 

Question: What about the re- 
tal insufficiency? 


mas- 


nic, 
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Dr. Hopps: This, I think, can 
be explained largely on the basis 
of cholemic nephrosis. Bile salts 
produce marked degenerative 
changes of renal tubular epi- 
thelium and seriously affect their 
function. There has been a great 
deal of speculation about the so- 
called hepato-renal syndrome. 
The cases that I have studied 
which might fall into this cate- 
gory all had fluid and electrolyte 
disturbance which was in part, at 
least related to hepatic failures 
and/or disorders such as vomit- 
ing, altered fluid intake, etc. In 
addition, these cases all had 
cholemic nephrosis with marked 
degenerative changes in renal 
tubules, just as this one did. I 
believe that in most instances the 
hepato-renal syndrome represents 
a condition of altered fluid and 
electrolyte balance superimposed 
upon damaged kidneys. 

Dr. POLLARD: In our contem- 
porary society, viral hepatitis ap- 
pears attuned to the progress of 
civilization. Prior to the twen- 
tieth century, most of the human 
population developed early im- 
munity to infectious hepatitis as 
a result of exposure to the virus 
during childhood. The disease 
appears to be milder among in- 
fected infants than adults and, 
due to this, the true incidence 
among children is hard to esti- 
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mate. Recent trends indicate a 
rise in infection rate among our 
adult population. Serum hepatitis 
is an example of an artificially 
propagated disease, whose inci- 
dence is related to the increasing 
use of blood or its derivatives in 
modern therapeutic procedures. 

The control of viral hepatitis, 
indeed even laboratory manipula- 
tions of the causative agent(s), 
are handicapped through lack of 
a susceptible experimental animal 
and lack of a specific laboratory 
diagnostic test. Studies with hu- 
man volunteers have revealed 
that these viral agents are dur- 
able. The virus of serum hepa- 
titis is found only in the blood 
whereas that of infectious hepa- 
titis is found in the viscera, blood, 
and intestinal contents. Infecti- 
ous hepatitis is associated with 
exposure to an unsanitary envir- 
onment whereas serum hepatitis 
results from inoculation with 
blood (or its derivatives) derived 
from a human carrier, as you 
know. 

A basis for differentiating one 
disease from the other is a his- 
tory of exposure to a contami- 
nated environment (IH); or hav- 
ing received an injection of con- 
taminated blood by transfusion or 
through use of a virus-contami- 
nated syringe or needle (SH). 
Clinically, one of the most helpful 


100 


points in differentiating serum 
hepatitis from infectious hepatitis 
is the relatively long incubation 
period of the latter. Passively in- 
duced prophylaxis against infec- 
tious hepatitis is provided by in- 
jection of pooled gamma globu- 
lin (gamma globulin preparations 
do not appear to carry the virus). 

Serum hepatitis may be pre- 
vented, or at least its incidence 
materially decreased, by avoiding 
the careless use of blood as a 
therapeutic agent. Plasma may 
be sterilized by long storage plus 
ultraviolet irradiation, but this is 
not a practical solution of the 
problem. 

Circumstances regarding the 
patient being discussed here sup- 
port a diagnosis of viral hepatitis, 
possibly resulting from the blood 
transfusion some three and one- 
half to four months before onset 
of his disease. The clinical syn- 
drome described and the hepatic 
lesions observed at autopsy 
strongly support this diagnosis. 
However, definite diagnosis would 
rest with isolation and identifica- 
tion of the viral agent from the 
tissues of the patient, and this 
should be associated with demon- 
stration of antibodies for this 
virus in the serum of the patient. 
Unfortunately, as yet, such diag- 
nostic procedures are not avail- 
able. 
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Administration’s Responsibility 
for Education 


The administrator of a hospital functions in a setting which 
differs considerably from those of most other. organizations 
and commercial enterprises. Receiving a highly personalized 
service, the patient-customer frequently is not in a position 
to choose the hospital with which he wishes to “do business” 
and seldom has an opportunity to select the quantity, type, 
quality, or price of his treatment. 

The members of the medical staff prescribe the service 
which the patient receives, but their professional work is not 
subject to the authority of the administrator. Since these 
physicians are not employees of the hospital and have pro- 
fessional responsibilities both within and outside the hospital, 
the administrator must implement the policies of the hospital 
and strive toward its established objectives by persuasion and 
by appeal to the concern of the medical staff for the over-all 
well-being of the community and the hospital. 

The wide differences in backgrounds of personnel is an- 
other factor which differentiates these institutions from many 
other organizations. Even in a smaller hospital, the adminis- 
trator is apt to be confronted with the necessity of developing 
a patient-care team out of individuals whose socio-economic 
levels range from the unskilled porter with but a few years 
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of public school training to the medical 
specialist with 12 years of university and 
professional education. 

The administrator also must apply con- 
siderable skill to deal with human rela- 
tions problems in an environment fre- 
quently characterized by tension. 

Against this backdrop, the administra- 
tor of today’s hospital works to develop Arthur G. Hennings 
an efficient, dedicated employee group to Fermer Director af 

Hospitals, University 
work alongside members of the medical i ee: 
staff in providing the patient with high Medien! Geandh 
quality, humanized care. In a 300-bed 
hospital, for example, the administrator 
may be responsible for land and buildings with an evaluation 
of $5 million. Annual expenditures may total approximately 
$2 million, more than half of this for salaries. This hospital 
may have 60 physicians on its staff and 500 employees. 

It is the challenge of the administrator of this hypothetical 
hospital, then, to coordinate the activities of these personnel, 
manage these buildings, and expend these funds in order that 
some 90,000 days of high quality patient care may be pro- 
vided for approximately 11,000 patients. 

The administrator of a progressive institution does not dis- 
charge his responsibility, however, by organizing his person- 
nel and facilities to provide good hospital care. Today it is 
recognized that the education of the ever-growing number 
of technical and professional personnel who are members of 
the modern health team is a responsibility of the hospital. 
Consequently, it is incumbent upon the administrator to con- 
sider these educational needs, along with patient-care needs 
in the selection of key personnel, in the construction or reno- 
vation of facilities, in the development of policy, in the speci- 
fication of procedure, in the orientation of members of the 
board of trustees, and in the interpretation of hospital needs 
to the public. In short, the educational role of the hospital 
must be considered in every aspect of its operation. 
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VERSATILE FURACIN 


«effective by intrapleural instillation’ 


the situation: Four-month-old infant with staphylococcal pneumonia 


} and empyema resistant to most antibiotics was allergic to antibiotic chosen 
) after sensitivity tests. Thoracentesis produced 30-40 cc. of creamy, purulent 
fluid. Organism was Staphylococcus aureus, coagulase positive. 


then Furacin was instilled: 9.2% solution was diluted equally 
with physiologic saline and 10 cc. of mixture instilled twice daily into 
pleural space, with suction catheter clamped off for 1 hour. Fluid almost 
immediately became thinner and less viscous. Twenty-four hours later in- 
fant was less irritable, voluntarily started taking food. Instillations stopped. 
FURADANTIN® Oral Suspension prescribed. Recovery uneventful. 

1. Perkins, J. L.: Kansas State M. J. (to be published). 


brand of nitrofurazone 


FURACIN has been in clinical use for more than 13 years. Today it is the 
most widely prescribed single topical antibacterial agent. Like other nitro- 
furans, FURACIN remains effective, even in pus, sera or exudates, against 
pathogens which have developed—or are prone to develop—resistance to 
antibiotics. 


NITROFURANS~—a unique class of antimicrobials—neither antibiotics nor sulfonamides ad J. 


EATON LABORATORIES, NORWICH, NEW YORK 
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John Sealy Hospital, central MBH unit. Texas —_—_—_ 


As the only state-operated general hospital in 
Texas, this 900-bed center receives patients 
from nearly all the state’s 254 counties. Its post- 
doctoral training program includes 36 rotating 
internships and 157 residencies in 18 specialties. 


a. 1864 the first medical school in Texas was estab- 
lished on a narrow island in the Gulf of Mexico, 
two miles from the mainland. Twenty-six years later 
the school became the medical branch of the Uni- 
versity of Texas. Today it is a large complex, func- 
tioning as a general hospital, research and educa- 
tional center. 

The campus of the University of Texas-Medical 
Branch Hospital is contained within an eleven block 
area, one mile from downtown Galveston. Though 
the state university's main campus is 200 miles away 
in Austin, the Medical Branch embraces all of the 
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Medical Branch Hospitals 
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FOR THE PREVENTION OF POSTPARTUM BREAST ENGORGEMENT, LACTATION AND PAIN 


(brand of methallenestril) 


Schneeberg and his associates? gave Vallestril to 
198 patients with postpartum breast engorgement, 
pain and lactation. They reported: “The patients 

..achieved over-all results ... somewhat better 
than those in patients receiving 3 mg. of diethy!- 
stilbestrol. ... Untoward effects, even when large 
doses were used, were rare. The ‘slight bleeding’ 
recorded .. . was probably of no significance and 
was doubtless no more than would have occurred 
inthese individuals without therapy.” 

Napp, Goldfarb and Massell* conducted a con- 
trolled study in which 207 postpartum patients 
received Vallestril, 213 patients were given di- 
ethylstilbestrol and 193 patients did not receive 
hormone therapy. “The stilbestro! treated group 
showed a significantly greater incidence both of 
interim bleeding and of hypermenorrhea than did 
the control or the Vallestril treated groups.” 

These authors concluded that “Vallestril is a 


avoids most withdrawal bleeding 


—minimizes secondary breast 
symptoms and uterine subinvolution 


—“,.. Causes fewer gastrointestinal 
upsets’ than does diethylstilbestrol.” 


superior synthetic estrogen for the suppression 
of lactation. The low incidence of interim bleed- 
ing and of hypermenorrhea constitute a most 
important characteristic of the drug.” 

Only two 20-mg. tablets taken daily, for five 
days, suppress lactation and relieve engorgement 
and pain. Dosages for indications other than the 
suppression of lactation are given in Reference 
Manual No. 7. G. D. Searle & Co., Research in the 
Service of Medicine. 


1. Council on Drugs: New sty 
Methallenestril, Philadelphia, J. B. Lippincott Company, 
1958, pp. 477-478. 

2 ya G.; Perezek, L.; Nodine, J. H., and 
Perloff, W. H |, a New Synthetic Estrogen, 
JAMA, 161: 1062 (uly 14) 1956. 

3. Napp, E. E.; Goldfarb, A. F., and Massell, G.: The Par- 
enteral Use of Methallenestril for the Suppression of Lacto- 
tion. A New Approach, West. J. Surg. 64:492 (Sept.) 1956. 
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Top, residents relax on the “beach service." Center, Bethel crust 
Hall, new, air-conditioned residence for single house staffers. Int 
Above, intern, his wife and “family” enjoy moment of tion 
togetherness in their Nolan Hall apartment. 


May 


perso 
| team. 
| : and s 
4 ne chop: 
facta 
“old’ 


personnel and facilities of the 
Schools of Medicine and Nursing, 
and various educational programs 
for other members of the health 
team. 

Of the 40 buildings on the Gal- 
veston site, 12 house the clinical 
and service facilities of the Medi- 
cal Branch Hospitals. The main 
units are -John Sealy Hospital, 
Rosa and Henry Ziegler Hospital, 
Children’s Hospital, and the Psy- 
chopathic Hospitals. Despite their 
distinctive names, they are cen- 
trally administered as a single 
hospital. 


John Sealy 


John Sealy Hospital is the cen- 
tral unit. Built in 1954, this nine- 


story air-conditioned structure 
houses most of the administra- 
tive, diagnostic, therapeutic and 
service facilities for the Medical 
Branch. It is named for a bene- 
factor of Texas medicine, as was 
the previous central unit, the 
“old” John Sealy Hospital, built 
in 1890. 

The program of physical devel- 
opment is continuing. Two build- 
ings are being substantially re- 
modeled to house psychiatric pa- 
lients, and plans are being devel- 
oped for the renovation of the 
Outpatient Department. 
In the future lies the construc- 
ion of additional facilities for 
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outpatient clinics and diagnostic 
departments. 


Programs 


As the only state-owned and 
operated general hospital in 
Texas, Medical Branch Hospitals 
receive patients from nearly all 
of Texas’ 254 counties as well 
as an increasing number from 
outside the state. Each year an 
average of 14,000 patients are ad- 
mitted for diagnosis and treat- 
ment to receive 285,000 days of 
care in the 900 beds for adult 
and pediatric cases. In addition, 
some 1400 babies are born in 
the Hospitals annually. 

The Outpatient Department of- 
fers a wealth of interesting clini- 
cal material in the 101,000 pa- 
tient-visits which are annually 
made to its 28 clinics. In addi- 
tion, over 18,000 patients are 
treated in the active Emergency 
Room. 

Thirty-six rotating internships 
are available in the Medical 
Branch Hospitals. In the past 
several years all positions have 
been filled by graduates of Amer- 
ican and Canadian medical 
schools. 

A total of 157 residencies in 18 
specialties are offered; in addition 
there are residency programs in 
oral and maxillofacial surgery, 
hospital administration, and clin- 
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Outpatient Clinics 
TEXAS-MEDICAL BRANCH HOSPITALS 


CLINIC 


PATIENT VISITS 


DAYS 


Allergy 
Adult 
Pediatric 

Arthritis 

Chest 

Dental 


Dermatology & Syphilology 


Diabetic 


Ear, Nose and Throat 


Endocrine 
Eye 


Gastrointestinal 
Gynecology 
Regular 


Tumor 


Post-op and Postpartum 


Hearing 
Heart 
Hematology 
Hypertension 
Medicine 


Neuro-Psychiatry 


Neurosurgery 

Nutrition 

Obstetrics 
Normal 


Abnormal 

Sterility 
Orthopedics 
Pediatrics 
Plastic Surgery 


Radiation Therapy 


Surgery 
Tumor 
Urology 


TOTAL 


1,510 


810 
5,230 
3,780 
5,600 
1,970 
4,540 


310 
4,910 


540 
7,050 


630 
2,290 
490 
860 
16,280 


4,740 


870 
580 
4,800 


4,540 
14,830 
1,030 
2,730 
5,400 
150 
4,960 


101,430 


Tues. & Thurs. 
Mon. 


Mon., Tues., Thurs., 


& Fri. 
Wed. & Thurs. 


Mon., Thurs., & Fri. 


Tues. 
Tues. 
Wed. 


(By Appointment) 


Mon. & Thurs. 
Tues. 

Wed. 
Mon.-Fri. 
Mon.-Fri. 
Mon.-Fri. 
Tues. 


Mon., Thurs., & Fri. 


Tues. 
Wed. 
Tues. 
Mon.-Fri. 
Mon.-Fri. 
Mon.-Fri. 


(By Appointment) 


Mon.-Fri. 


Mon., Wed., & Fri. 
Mon., Tues., Thurs., 


& Fri. 


HOURS 
| 
Wed. 
Tues. 8-12 
: Thurs. 8-12 4 
Mon.-Fri. 5 
Mon.-Fri. 8-12 
Mon.-Fri. 8-12 
Fri. 5] 
| Mon., Wed., & Fri. |- Sim 
| 
= 
8-12 
8. 
8-129 
5 
8. 5 
: 8-12 
8-12. 
8-12 
8-12 
I- 5 
8-12 
8- 5 
8-12 
by 
8-12 
5 
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| from pollen onset to l first “killing” frost 


5 

5 ...@ symptom- controlled summer 
with 
“ ; | ‘Hay fever patients and others with resistant 

8.12 M ETR ETON summer allergies obtain superior relief ' 


METH” from combined “Meti” steroid-antihista- 
TABLETS NASAL SPRAY 
B-12 METRETON TABLETS METRETON NASAL SPRAY 
3-12 with stress-supportive vitamin C for rapid, sustained relief from allergic 
|. 5 for systemic therapy intensive enough even nasal symptoms without sympathomimetic 
3-12 in resistant allergies. or vasoconstrictor side effects. : 

supplied 
3- 5 METRETON® Tablets, bottles of 30 and 100. 
3-12 Each METRETON Tablet contains 2.5 mg. prednisone, asal Spray, 15 cc. sq if os 
2 mg. chlorprophenpyridamine maleate, and 75 mg. Each cc. of MEeTRETON Nasal Spray contains 2 mg. 
ascorbic acid. (0.2%) Prednisolone acetate and 3 mg. (0.3%) chlorpro- 
ie SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY Meti,® brand of corticosteroids. 
- 5 
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ical psychology. Facilities and 
clinical material of the Hospitals 
are also used in the educational 
programs for registered nurses, 
vocational nurses, x-ray tech- 
nicians, medical technologists, 
operating room technicians, 
physical therapists, electroen- 
cephalography technicians, and 
medical record librarians. 
Library resources available to 
members of the intern and resi- 
dent staffs far surpass those of 
the average large general hospital, 
as the combined libraries of the 
School of Medicine and the 
School of Nursing are readily ac- 
cessible in the Gail Borden Build- 
ing adjacent to the Outpatient 
Building. This campus library 
contains 79,000 bound volumes, 
receives 1,700 periodicals. 
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Above, surgical team 
at work in one of 
operating rooms 
at MBH. Left, medi- 
cal ward rounds, an 
important part of 
house staff program. 


Interns are paid $110 per 
month and residents, $160. All 
members of the house staff are 
furnished, free of charge, six uni- 
forms, personal laundry service, 
meals, and rooms in modern air- 
conditioned dormitories. 

Married interns and residents 
may elect to receive $60 in lieu 
of meals and $20 in lieu of a 
room. Housing facilities are avail- 
able to married members of the 
intern and resident staff on and 
off campus. The university oper- 
ates Nolan Hall, an air-condi- 
tioned building constructed in 
1955. The 30 apartments in this 
building rent for a nominal sum. 
The Sealy and Smith Foundation, 
a non-profit organization, has 
provided 80 apartments in four 
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no time 
for blood 
chemistry 


Often there is no time to wait for blood 
chemistry studies in the emergency treatment 
of shock, burns or trauma. The need is for 
immediate restoration of circulating 

plasma volume. 


ALBUMISOL fills this need ideally—with 
albumin, the protein responsible for most of 
the osmotic pressure of plasma. The use of 

ALBUMISOL involves no risk of serum hepatitis. 
ALBUMISOL may be administered as rapidly 
as the clinical situation warrants. 


ALBUMISOL is also valuable in hypoproteinemia 
to relieve edema and maintain plasma 

volume at normal levels. ALBUMISOL 25% 
(salt-poor) provides a combined attack on the 
nutritive deficiencies and severe fluid 
retention of advanced cirrhosis and nephrosis. 


Supplied: ALBUMISOL 5% in 250 ce. 
and 500 cc. bottles. 

ALBUMISOL 25% (salt-poor) in 20 ce. 
and 50 cc. bottles. 


NORMAL SERUM ALBUMIN (HUMAN) 
ready for immediate blood volume replacement 
ALBUMISOL is a trademark of Merck & Co., INC. 


mQo MERCK SHARP & DOHME 
Division of Merck & Co., Inc.+ Philadelphia 1, Pa. 
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brick buildings near the campus. 
And, of course, in Galveston and 
on the nearby mainland there are 


numerous apartments and homes 


for rent. 
Interns and residents are per- 
mitted 14 days vacation a year. 


Community facilities 


Throughout the South, Galves- 
ton is recognized as a recreation 
center. Each year thousands of 
tourists visit “The Treasure Isle” 
to enjoy its resort hotels, seafood 
restaurants and 30 miles of sandy 
beaches. Swimming, sailing, deep- 
sea and surf fishing, and water- 
skiing are popular pastimes. 

Although Galveston provides 
all of the cultural and recreational 


re laboratory and hospital buildings of the University 
of Texas — Medical Branch Hospitals at Galveston, Texas. 


activities one might expect to find 
in a city of 70,000, still more re- 
sources are available only one 
hour away in Houston, Texas’ 
largest city. Personnel from the 
Medical Branch often take this 
short drive over the Gulf Free- 
way for sports events, con- 
certs, and theatrical productions. 


Information 


General questions regarding 
the Medical Branch Hospitals 
should be addressed to the Direc- 
tor of Hospitals, University of 
Texas - Medical Branch, Galves- 
ton, Texas. Questions about a 
residency program should be sent 
to the chief of service of the par- 
ticular specialty. 
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Love and Hate 


Y owa think a doctor’s office 
about the last place to find ro- 
mantic love at first sight. You'd 
be right, of course, yet similar 
blind raw emotions do appear 
regularly in this setting. Not 
romantic, but real. 

Although less talked about than 
love at first sight there is another 
blind emotion which can appear 
equally suddenly—hate at first 
sight. And these emotions, sudden 
and forceful, do occur in the doc- 
tor’s office and are relevant to 
the practice of medicine. 

For example, Dr. Jones’ nurse 
is just showing a new patient, 
Mrs. Johnson, into his office. As 
he greets her he gets a sinking 
feeling. Mrs. Johnson bears a 
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in the Doctor’s Office 


Better think twice when you find emotion rather than 
reason dominating your relationship with the patient. 


John A. Ewing, M.D. 


vague resemblance to that Mrs. 
Black who was such a trial to Dr. 
Jones some years back. 

If he is to be blindly swayed 
by this emotion Dr. Jones greets 
Mrs. Johnson somewhat gruffly. 
Already he feels vaguely hostile 
and is wondering if she’s out to 
put something over on him. From 
this point on, things may go from 
bad to worse, with Mrs. Johnson 
detecting the doctor’s coolness 
and resenting it. 

However, if Dr. Jones is in 
the habit of observing himself he 
will ask himself why he feels so 
angry with this woman—appar- 
ently spontaneously. If he’s lucky 
he’ll recall Mrs. Black (perhaps 
with a shudder) and will readjust 


Resident Physician 


| T M 


Ars. 


ets 


a significant 


Sanborn achievement 
in electrocardiographs 


the completely new, 2-speed 
SANBORN Model! 100 VISO-CARDIETTE 


Here is an electrocardiograph in which no detail has been 
overlooked to give you diagnostically accurate information ... 
the greatest possible operating convenience ...and modern, 
functional attractiveness. With thirty-five years of experience, 
this is the finest electrocardiograph Sanborn Company has 
ever produced. Priced at eight hundred fifty dollars, 
delivered continental U.S.A. 


SANBORN COMPANY 
MEDICAL DIVISION ¢ 175 Wyman St., Waltham 54, Mass. 
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his thinking and feeling about his 
new patient, realizing that she 
stirred up a dormant memory. 

Even if the course of events 
shows that Mrs. Johnson is in- 
deed like Mrs. Black—in per- 
sonality, for example, and not just 
in appearance—Dr. Jones will 
still be better able to handle the 
relationship. He will use his 
awareness of the similarity be- 
tween these two women to avoid 
the pitfalls which occurred with 
Mrs. Black. 

Of course it is possible for pa- 
tients to stir up memories of 
other people than the physician’s 
former patients. If the doctor is 
unaware of the memories which 
are echoing within him he may 
react blindly at any time. Aware- 
ness of what is happening will en- 
able him to control the situation. 

This can best be illustrated by 
considering the effects of a single 
patient upon three different doc- 
tors, each of whom the patient 
consults in turn. 


Placate 


The patient is a 55-year-old, 
wealthy executive who lives under 
great pressure. He is quite bom- 
bastic in his approach to the doc- 
tor, tries to dominate him as he 
does his employees, wants a hur- 
ried examination, quick results. 
The first of these three doctors, 
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Dr. Brown, has just been in prac- 
tice as an internist for a short 
while and feels a real need to 
please this wealthy patient who 
might refer many more wealthy 
patients. Because of this, whether 
he knows it or not, he begins to 
give in to the patient. 

As he performs his hurried ex- 
amination in response to the pa- 
tient’s demands, he tries to pla- 
cate him with some soothing re- 
marks, but he is clearly unsure 
of himself and the patient quickly 
detects this and looks down on 
him in consequence. 

These factors are all impor- 
tant. However, Dr. Brown can 
be conscious of them and can do 
something about them. Unfor- 
tunately, his insecurity with this 
patient stems from something 
much deeper than just a desire to 
please a wealthy patient. Dr. 
Brown is unconscious of the fact, 
but this patient reminds him of 
his father who had a similar 
domineering character. Not real- 
izing that this patient is acting 
like his father, Dr. Brown reacts 
toward the patient as if he were 
his father. Giving in, being placa- 
tory, and attempting to soothe 
were all routine methods he used 
in dealing with his father. Now, 
he is using them in a professional 
relationship, which clearly will 
not last. 
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Authoritative 


Now, our same patient goes to 


Dr. Green. Dr. Green is an older, * 128 t0 unconscious factors, he fails 


more experienced, and more se- 
cure internist, but these factors 
are far less important than that 
Dr. Green, too, is reminded of 
his father. However, in his child- 
hood relationship with father, Dr. 
Green was rebellious. Unfortun- 
ately, Dr. Green does not realize 
that this patient reminds him of 
his father, but now is his chance 
to get his own back! 

Dr. Green becomes authori- 
tative. He insists the patient must 
go to hospital. When the patient 
attempts to protest that he is a 
busy man, Dr. Green tells him 
he must do as he is told or 
Dr. Green insists upon “com- 


About 


three years. 


Author of papers in several psychiatric journals and in the 
New England Journal of Medicine, British Medical Journal, 
Medical Economics, Medical Times, and others, Dr. Ewing is 
presently assistant professor of psychiatry, University of North 
Carolina School of Medicine, and director of the psychiatric 
inpatient service, North Carolina Memorial Hospital. 


Born and educated in Scotland, the author 
was graduated from the School of Medicine 
of the University of Edinburgh in 1946. Be- 
ginning a psychiatry residency in England in 
1947, he received the University of London’s 
Diploma in Psychological Medicine in 1950. 
Coming to the United States in 1951, he 
worked in a state hospital as senior physician, and as psychia- 
trist in North Carolina’s Alcoholic Rehabilitation Center for 


plete rest” and no bedside tele- 
phone, etc. Because he is react- 


to recognize that this busy execu- 
tive will be much more tense and 
anxious and will probably have 
a higher blood pressure under this 
regime than if he were allowed 
a less restrictive program. It is 
obvious to us that this profes- 
sional relationship is not a healthy 
one either. 


Next, our patient goes to see 
Dr. White. Dr. White, too, sees 
this patient as a dominating 
father-figure but recognizes this 
fact. Dr. White’s age and his ex- 
perience are of no importance to 
us compared with his ability to 
see the patient for what he is and 
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will you 


yhelp the mailman, 
your hospital 
and us? 


Are you planning to move soon? 


If so, will you please take a few seconds now* to fill out and mail the 
form below and help us in our efforts to have RESIDENT PHYSICIAN 
reach you promptly at your new hospital address? 


* Please do it now —— it will take us 30 days to process your change of address. 


MAIL TO: 

RESIDENT PHYSICIAN 

1447 Northern Blvd., Manhasset, L. |., New York 

Resident Intern 


Please print your name Please check one 


New Hospital 
New Hospital Street Address 


My chief is Dr. (full name) 
| expect to complete my training here: .... 
: month 
Former Hospital Address: 
Hospital Name 
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to recognize what the patient 
means to him. 

Dr. White looks behind the 
blustering veneer of this patient 
and recognizes an anxious man— 
a man who hides his dependency 
cravings behind aggression. Be- 
cause he is conscious of the total 
situation Dr. White is able to be 
firm and persuasive, but does not 
let his emotions run away. 

He performs his examination 
and then advises the patient firmly 
but not rigidly that a fuller ex- 
amination in hospital is required. 
He agrees to permit the patient 
to use the telephone and promises 
to let him return to work as soon 
as it seems possible. In the face 
of the patient’s attempts to domi- 
nate the situation Dr. White does 
not respond with any threats. Dr. 
White has utilized his feelings by 
first recognizing them. Actually, 


as we have seen, his feelings 
originated in the type of patient 
and what this type of patient 
means to him. However, he has 
reacted with understanding and 
tolerance only because he first 
recognized the dominating father- 
figure in this patient and, recog- 
nizing it, he did not respond with 
blind emotion. 


Control 


Returning then to our first 
theme we must recognize that we, 
our nurses, our secretaries, may 
respond with blind emotion to the 
personality of our patients. Any- 
time we find a feeling appearing 
for no conscious reason we must 
look very carefully at ourselves 
and at the person provoking the 
emotion to see if we cannot find 
a reason and thus control the 
situation. 


The adage, “The finer the surgeon, the finer the suture mate- 
rial; the bigger the surgeon, the bigger the incision,” simply 
means that good surgery requires good exposure and good 
healing requires minimal trauma. If these two cardinal surgical 
principles are observed and optimum tissue chemical balance is 
maintained, major surgery becomes only surgery, and the 
outcome of a surgical operation can be predicted with great 
accuracy and not only by hope and speculation. 


—From SuRGICAL TECHNIGRAMS by F. M. Al Akl, M.D. 
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Like oil on troubled waters... 


Formula DONNATAL® EXTENTABS® 
DONNATAL TABLETS (Extended Action Tablets) 
DONNATAL CAPSULES Each Extentab (equiva- 


DONNATAL ELIXIR (per 5 cc.) tent to 3 Tablets) pro- 
Hyoscyamine Sulfate......0.1037 mg. vides sustained 1-tablet 
Atropine Sulfate ...........1 0.0194 mg. effects...eventy, for 10 to 

mg. 12 hours — all day or all 
night on a single dose. 


ATAL 


provides superior spasmolysis [Robins] 
through provision of natural belladonna 
alkaloids in optimal ratio, with phenobarbital 


A.H. ROBINS CO.,INC., RICHMOND 20, VA. 


od 
you 

Sen 


In Common Infections § De 


Clinical Effectiveness of Triac 


D% respo 


itis, 
US; respir 


and other tre 


pons. inte 
Orethritis and 


granuiome 


infects 


CYCLAMYCIN is dependable, effective therapy 
-in infections caused by most gram-positive 
pathogens, including-many strains of staphyl- 
ococci; also some gram-negative pathogens. 


CyYCLAMYCIN has been found to be exception- 
ally well tolerated. Serious reactions due to 
sensitization or toxicity are rare. Effects on 
normal gastrointestinal flora are minimal. 


References: 1. pedi, te, al.: Antibiotics 1958- 
Medical nc., pp. 84-286. 2. and 
Goldin, M.: Ibid., 23-216 3. R., L.D.: J. 
Pediatrics 53 :676- B82 (Dec.) 1958. Leming, B.H., Jr., et al.: 
Antibiotics Annual 1958-1959, Inc., 418- 
424. 5. Loughlin, F.H., et al.: p and 333-3 
McCormick,, G.E., : Ibid., pp. 265-267. 8. Sunnti 
Antibiotics Annual W987" 1958, Medical Encyclopedia, Inc., pp. upplied 
> J.R.: Antibiot. Med. & Clin. Therap. 5:52’ Suspensi 
ug 
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response 20% 80% 9% 


ee 


Rapid and Slower or less 
complete response aa complete response 


Data based on 779 cases reported in the literature'-® 


a“workhorse mycin” for common infections 


LO: 

Triacetyloleandomycin, Wyeth 
34 

2 
ip, Supplied: Capsules, 125 and 250 mg., vials of 36. Oral | Bijeth | 


Suspension, 125 mg. per 5-cc. teaspoonful, bottles of 2 fl. oz. Philadelphia 1, Pa. 
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A 
GUIDE | for our readers 


The conventions of the presentation of advertising material on pharmaceuticals 
are related to certain ethical and practical considerations. This guide should be 
of help to all our readers in an understanding of the advertising material 
contained herein. Unless it is stated to the contrary: 


All illustrations of physicians and patients are 
dramatizations utilizing models and not specific 
physicians or actual patients. The ethical and other 
considerations for this are obvious. 


Illustrative material such as dummy prescription 
blanks, hospital charts, calling cards, memos, etc., 
are presented as dramatizations. 


Composite case histories, drawings and/or photo- 
micrographs are often presented to convey typical 
clinical indications but unless stated to the con- 
trary are constructed as illustrative cases or 
situations. 


Physical limitations of space in journal advertising 
make the presentation of all relevant data imprac- 
tical; therefore, it is suggested that for suitable 
background on dosage indications and contraindi- 
cations the standard package insert or more exten- 
sive background data be consulted. 


The acceptance of material for advertising is based upon several criteria; for 
example, in respect to safety, all new drugs are required to correspond with the 
accepted Food and Drug application. 


It is suggested that any differences of opinion of individual physicians with 
any advertisements be called to the attention of the editor, with a duplicate 
copy of the letter to the pharmaceutical house whose advertisement is the 
subject of the letter. 


THE PUBLISHERS 
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shampoo 


ERADICATES 
PEDICULOSIS Sno Pusis 
IN 4 MINUTES 


“Asingle shampeoing sufficed 
to eradicate infestation ... in 


all cases...in a few minutes.’ 
Gardner, J.: J. Pediat. 52:448 (Apr.) 1958, 


SUPPLIED: KWELL Shampoo; 
bottles of 2 & 16 fi. oz. 


GAMMA BENZENE HEXACHLORIDE 1% 


cream & 
lotion 


IN SCABIES, 
CHIGGERS AND 
PEDICULOSIS 


95% to 100% effective in 1 
treatment — acts fast — non> 
irritating — nonstaining. 
SUPPLIED: KWELL Cream? 


jars of 2 oz. & 1 Ib.— KWELL 
Lotion: bottles of 2 & 16 fl. oz, 


ufts reep « CARNRICK / Jersey City 6, New Jersey 
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No. 8 in a descriptive series on Abbott specialties 


This classic barbiturate 3 
has founded 


a whole generation 
of short-acting products 


As a rule, the march of medicine soon leaves older drugs behind. A case 
in point: over half of Abbott’s current output is devoted to products 
unknown ten or twelve years ago. 

But there are certain long-lived drugs whose unique usefulness 
makes them exceptions to the rule. One of these is Nembutal 
(Pentobarbital, Abbott). 

This crystalline white barbiturate was first synthesized by an 
Abbott research team some three decades ago. Introduced to the medical 
profession as a sedative-hypnotic, it filled an unmistakeable need. 

And Nembutal has been a standard in barbiturate therapy ever since. 

The product has proved to be notably short-acting. Small doses are 
effective—about half the dose needed for many other barbiturates. 

One 50 mg. dose, for example, often provides up to eight hours of 
sound sleep. Even if dosage is doubled to 100 mg. Nembutal is inactivated 
within this time, and the patient wakes alert. 

In equal oral doses, no other barbiturate combines quicker, 
briefer, more profound effect. 

Moreover, Nembutal has proved an ideal partner in combination with 
many other drugs—often bringing a distinctly synergistic action. 
As a result, Nembutal] has founded a whole generation of short-acting 
products with dozens of uses in medicine, surgery, obstetrics, 
and pediatrics. 

In the versatile products pictured on these pages, you will 
find a form of Nembutal to serve every need in 
barbiturate therapy. Have you the literature? Ask 
your Abbott man. Or write us at North Chicago, III. 


‘NEMBUTAL 


(Pentobarbital, Abbott) 
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Nembutal Sodium Suppositories 
30-mg. 60-mg. 120-mg. 200-mg. 


Nembutal Sodium Capsules Nembutal Elixir Nembutal Calcium 
30-mg. 50-mg. 100-mg. -  Filmtab®, Tablet 


Nembutal Sodium Solution 
2-ec. 5-cc. 20-cc. 50-cc. 


Nembudeine®, Nembudeine 4%, Nembudeine 
Nembudeine 

Desbutal® 

Nembu-Donna® Elixir, Nembu-Donna %, 
Nembu-Donna % 

Nembu-Fedrin® 

Glucophylline® & Nembutal Tablet, Suppository 

Ephedrine & Nembutal 

Harmonyl®-N, Harmonyl-N (Half-Strength) 

Nembu-Gesic® 

Nembu-Serpin®, Nembu-Serpin 
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From the first incision, the sur- 
geon can be confident that his 
patient, when prepared with 
SULFASUXIDINE, has extensive 
protection against secondary 
infection, peritonitis, or absces-] 
ses from bowel pathogens. 
Daily dosage: Adults— 414 to6 
tablets six times daily. 
Children: 0.25 Gm./Kg. daily, 
in six divided doses. 

» Available as 0.5 Gm. tablets in 
bottles of 100 and 1000; powder 
form in 1-pound bottles. 


SULFASUXIDINE 


SUCCINYLSULFATHIAZOLE 


“standard” in bowel surgery 
MERCK SHARP & DOHME 


CIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA 


SULFASUKIOINE is trade-mark of Merch & Co ine 
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SULFASUXIOINE 1s trade-mark of Merch & Co 


Who is Your Lawyer? 


A friend of a friend? A neighbor? A world famous 
attorney? It’s up to you to decide the man best 
qualified to handle your legal problems. Here is a 
guide to help you make this important choice. 


Robert L. Wyckoff, M.D., LL.B. 


The same mythical lady of the 
balance that charmed Daniel 
ebster and drew Abraham Lin- 
oln from his fireplace still beck- 
pns today. Never before have so 
any responded and never before 
ave there been so many oppor- 
unities to obtain the first class 
aw education which was denied 
ebster and Lincoln. And as 
bur social, political and economic 
ives become more complex, the 
eed for lawyers grows. 

Yet doctors as a group have 
heglected their legal needs to a 
legree they would not tolerate if 
t were health needs being neg- 
ected by their patients. 

Is your will made out? Is it 
till in harmony with your pres- 
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ent desires? Have you had your 
attorney look for possible loop- 
holes in your malpractice cover- 
age? Have you considered the 
advantages in the creation of a 
trust for retirement or for the 
education of your children? 

In seeking legal counsel it is 
essential to recognize that the 
practice of law is a profession 
and that you are asking someone 
to give you advice based upon 
his specialized training and his 
judgment. To be satisfied you 
must have the assurance that 
your counsel is adequately 
trained, capable of good reason- 
ing and the exercise of sound 
judgment. 

Some knowledge of the system 
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of legal education and licensing 
of attorneys in the United States 
will help you in selecting a coun- 
selor who will merit your confi- 
dence. 


Association 


The major law schools of the 
United States joined in the for- 
mation of the Association of 
American Law Schools in 1900. 
This association, active in pro- 
moting high standards of legal 
education, requires periodic in- 
spections of member schools to 
assure compliance with its recom- 
mendations. 

Since 1923 the American Bar 
Association, which is to the law 
profession what the American 
Medical Association is to medi- 
cine, has through its Council on 
Legal Education inspected the 
law schools of the nation, grading 
them “approved” or “unap- 
proved.” In general the approved 
law school must have a suitable 


| physical plant, a minimum of 


7500 usable volumes in its 
library, at least three full-time 
professors, provide a three yea 
full-time course or a four yeag 
part-time course, accept only stu 
dents with three years of accept 
able college work. In addition 
no approved school may be oper 
ated for profit. 


Pre-law 


There are 128 approved law 
schools and 37 unapproved lay 
schools in the United States 
Each state has at least one law 
school except Delaware, Nevada 
New Hampshire, Rhode Island 
and Vermont. The one lay 
school in Maine is unapproved 
Half of the unapproved la 
schools are concentrated in thre 
states. California is well in th 
lead with eight; Georgia and Ter 
nessee follow with five unap 
proved law schools each.? 7 
Since there is a close correle 


. 


The author received his LL.B. from the 
University of Colorado School of Law, 
Boulder, Colorado, in 1952 and was ad- 
mitted to the California Bar in that year. 
In 1958 he received his M.D. from the 
College of Medical Evangelists, School of 
Medicine, Los Angeles, California. On com- 


pleting an internship at the Glendale Sanitarium and Hospital, 
Glendale, California, Dr. Wyckoff expects to be associated 
with the Department of Legal and Cultural Medicine at 


Medical Evangelists, School of Medicine. 
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Within 30 minutes, 


a Pyridium’s unusually prompt 


analgesic action will 
“Spare needless pain and help . 


overcome resistance to 


Urological procedures. When 


prescribed for home use, 


-Pyridium encourages more 
‘normal micturition 
sby removing the penalties 
of pain and burning. 

DOSAGE: Adults: 2 tablets, 


(100mg. each), three times 
daily, before meals. 


“Children 9 to 12 years: 
4 tablet three times daily 
“before meals. 


‘@rand of phenylazo-diamino-pyridine HC!) 
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tion between the number of years 
of college experience prior to the 
study of law and success on the 
bar examination, pre-law is con- 
sidered an important prerequisite 
by most law educators. Six of 
the unapproved law schools, all 
in the South, admit students with- 
out any previous college training; 
eighteen require two years of col- 
lege; twelve require three years 
of college and one unapproved 
law school, Duquesne University 
(Penna.) requires a college de- 
gree for entrance. 

As in medicine, the practice of 
law is a privilege granted by the 
state, and the state determines 
the requirements needed by can- 
didates before practicing. 

Each state establishes mini- 
mum qualifications in an effort to 
protect the public from unethical 
or incompetent counsel. As with 
M.D. licensing, there is great 
variation of requirements for ad- 
mission to the bar among the sev- 
eral states. 


Bar exams 


Despite recommendations of 
the American Bar Association 
and its careful grading of law 
schools most states still make 
their own determinations in re- 
gard to the recognition of law 
schools. Only 11 states limit 
their recognition to American 


Bar Association approved 
schools.* 

A few states exceed the recom. 
mendation of the bar association 
and require clerkships of six to 
nine months in a law office with- 
in the state. This roughly corre- 
sponds to a medical internship.‘ 

Written bar examinations are 
now required by all states before 
a candidate can be admitted to 
the state bar association. Bar ex- 
aminations are effective screen- 
ing devices; a large percentage of 
candidates fail. In California dur- 
ing the past ten years only 48 
percent of candidates passed the 
examination. During this same 
period 80 percent of the appli- 
cants from American Bar Asso- 
ciation approved schools in Cali- 
fornia passed. These figures do 
not take re-examinations into ac- 
count.° 

A minor exception to the re- 
quired bar examination is the so- 
called diploma privilege permit- 
ting graduates of certain favored 
schools, usually the state univer- 
sity law school, to be admitted 
without examination.® 

For a short time following 
World War II, and to a lesser 
degree the Korean War, veterans 
whose law school educations had 
been interrupted by military serv- 
ice were admitted without exami-§ 
nation, following proof of gradu- 
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uip.* Pyridium,® 150. 0 mg. gr.); 

efor Sulfadiazine, 167.0 mg. (21% gr.); 
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He saw a lawyer killing a viper 

On a dunghill hard by his own 
stable, 

And the Devil smiled for it put 
him in mind 

Of Cain and his brother Abel. 

—E. T. CoLerinceE, The Devil’s 

Thoughts. 


Why does a hearse horse 
snicker 
Hauling a lawyer away? 
—Car SANDBURG, The Lawyer 
Knows Too Much. 


That there are men licensed to 
practice law who are worthy of so 
much poetic effort is a sorrow to 
the legal profession and a calamity 
to their prey. Fortunately the 
number of unethical attorneys is 
comparatively small, but hyper- 
lawyerphobia is widespread be- 
cause of them. The bellicose writ- 
ings of a lawyer published in a 
medical journal, wherein he brags 
of his superior medical knowledge 
and threatens the whole medical 
profession with million dollar 
judgments, are in poor taste, fan 
the inherent flames of distrust of 
all attorneys, and impress no one 
favorably. 
Despite the feelings of the sev- 
eral writers quoted above most of 
them needed the services of a 
lawyer in their lifetimes—or over 
their dead bodies. 


Who calls a lawyer rogue may 
find too late, 
On one of these depends his 
whole estate! 
—GEORGE CRABBE, The 
Gentleman Farmer. 


ation and providing they met cer- 
tain qualifications of residence 
within the state granting this 
privilege. This practice proved 
unsatisfactory in many cases. 

Only California specifically 
qualifies correspondence school 
graduates to take the state bar 
examinations, but a number of 
other states which require only 
the “reading of the law” or 
“study of the law” for a specified 
time may also accept them as 
candidates. Correspondence 
graduates have made a consist- 
ently poor record in California 
on the bar examinations. 

The biggest breach of the 
minimum American Bar Associa- 
tion recommendations is that al- 
most half of the states permit 
some form of an apprentice-type 
program. A candidate need only 
work in a lawyer’s office for a 
period varying from two years to 
four years to qualify to take the 
bar examination.’ In a few states 
time spent in law school and in 
apprentice training can be com- 
bined to satisfy requirements.’ 


Law school 


Results of state bar examina- 
tions confirm the opinion of the 
A.B.A. that the optimal quali- 
fication for an attorney is gradu- 
ation from an American Bar As- 
sociation approved law school to- 
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Mandelamine’s therapeutic 
fa distinction stems from 
ability to control chronic 
urinary infections, 
including those resistant 
to antibiotics. 
Mandelamine suits all age 
groups but it is particularly 
useful in older patients. 
Lit its antibacterial action 
is confined to the urinary 
tract; sensitization is 
unlikely; no fluids or 
alkalies are needed and cost 
is most economical. 
DOSAGE: Adults: Average 
initial dosage is 1.0 
to 1.5 Gm, four times daily. 
Children over five: 


; 0.5 Gm. four times daily. 
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gether with the successful pas- 
sage of a competitive bar exami- 
nation administered by a public 
authority. That there are excel- 
lent attorneys who have not had 
the advantage of this recom- 
mended program is freely ad- 
mitted. 

It is difficult and impractical 
to obtain transcripts of the 
grades earned in law school by 
lawyers practicing in your com- 
munity; if they are known they 
may be of some value to you in 
selecting your attorney. However, 
at the law school I had the plea- 
sure of attending® it was said that 
A students made good professors; 
B students made good judges; C 
students made good money and 
the D students made good in 
Washington. A similar evaluation 
scale exists in medicine. 

Most law schools have a chap- 
ter of the Order of the Coif, an 
honorary legal society emphasiz- 
ing scholastic achievement. Also 
many of the major law schools 
publish professional journals fea- 
turing comments on recent deci- 
sions of the courts, and articles 
on the law edited by students se- 
lected for their special abilities. 
Many competitions are open to 
law students either in the form of 
simulated court actions or as 
competitive essays. Membership, 
service or participation in these 
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organizations or activities consti- 
tutes an honor which is often 
indicated by an appropriate cer- 
tificate displayed in the attorney's 
office in later years. 


State reciprocity 


There is no equivalent of the 
National Board of Medical Ex- 
aminers available to attorneys. 
Each state has its own regulations 
governing the admission of at- 
torneys from another state. Most 
states will admit to their bar, 
without examination, an attorney 
who has been duly admitted in 
another state,’° practiced there for 
a number of years," intends to 
practice or actually resides in the 
admitting state,’* or has resided 
in the admitting state a specified 
length of time.'* 

- Only a few states require an 
attorney seeking admission with- 
out examination to prove that he 
has educationally qualified him- 
self to take the bar examination 
of the state. 

A young man graduating from 
high schoof and desiring to prac- 
tice law in Colorado may take 
three years of pre-law in Colo- 
rado, followed by three years of 
law school to qualify himself for 
the state bar examination. How- 
ever if he desired to speed things 
up and make some money prac- 
ticing law in this same period he 
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AINTENANCE THERAPY...HAD 
‘BEEN A PROBLEM AT OUR 


NSTITUTION UNTIL WE 
SED GITALIN [GITALIGIN]...”* 


WIDEST SAFETY MARGIN — Arteriosclerotic Heart Disease 
Average therapeutic dose is only 
% the toxic dose.t 


FASTER RATE OF ELIMINA- 
TION THAN DIGITOXIN or digi- 
talis leaf. 


THESE SIMPLE DOSAGE 
EQUIVALENTS MAKE IT EASY 
TO SWITCH YOUR PATIENT 
TO GITALIGIN—0.5 mg. of 
Gitaligin is approximately equiv- 
alent to 0.1 Gm. digitalis leaf, 0.5 
mg. digoxin or 0.1 mg. digitoxin. 


GITALIGIN 0.5 ry Tablets — 

bottles of 30 & 100. 

GITALIGIN Injection Ampuls — 

2.5 mg. in 5 cc. sterile, 1.V. solution. 
GITALIGIN Drops — 30 cc. bottle 
with special calibrated dropper. 
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Once (says an author, where I 
need not say) 

Two travellors found an oyster 
in their way: 

Both fierce, both hungry, the 
dispute grew strong, 

While, scale in hand, Dame 
Justice pass’d along. 

Before her each with clamour 
pleads the laws, 

Explained the matter and would 
win the cause. 

Dame Justice weighing long the 
doubtful right, 

Takes, opens, swallows it before 
their sight. 

The cause of strife remov’d so 
rarely well, 

“There take (says Justice), take 
ye each a shell. 

We thrive at Westminster on 
tools like you, 

"Twas a fat oyster—Live in 
peace—Adieu.” 

Pope, Boileau. 


Most of us consider the above 
lines to be humorous because there 
is an element of truth in them. 
Each day, thousands of Americans 
are forced to forego their day in 
court because the dollar value of 
their real or imagined grievance 
is too low to justify the necessary 
inconvenience and expense. For 
this and many other dissatisfac- 
tions with the machinery of the 
law most people place the blame 
upon attorneys. 


could move to Georgia, show tha’ 
he has the equivalent of a high 
school education, “read law” in 
the office of a Georgia attorne 
for two years, take the Georgiz 
bar examination, practice three 
years in Georgia, then return 
Colorado where he could be ad 
mitted without examination ; 
year before he could have taker 
the bar examination had he re 


Eack 
wn Of 
perie 
bunsel 
rienc 
in I 
eneral 
ce 
ing § 


mained in Colorado. whem 

To correct such inequitie The 
some states require attorneys 
plying for admission to take th ing 
regular bar examination.’® Othe 
states give a special examinatiot = 
to practicing attorneys who desirj 
to enter the state.’ 
A few specific suggestions fo: — 
low which will assist you i a “ 
ining; 


choosing an attorney. 
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Choice 


In selecting an attorney or 
should not base his choice er 


tirely on the lawyer’s fame as i ing 2 
courtroom protagonist any mor x 
ults fc 


than he would chose his famil 
physiciah because of his abiliy 
as a surgeon. Some of the m 
tion’s greatest lawyers rarely en 
ter a court. Most good attorney 
will avoid wherever possible th 
uncertainties of the courtroo 
Court has been described as 
machine which you enter as a pi 
and come out a sausage." 


Martir 
irecto 
ited § 

libr. 
ries, ; 
Ti 
ed alp 
ties. 
his gi 


1959, 


Resident Physicis 


‘thal Each individual will have his 
high opinion about the age and 
perience he desires in the 
“‘Munsel of his choice. To be bal- 
‘Miced against the desire for ex- 
‘HBrience is the opinion of Ben- 
in Brewster, former Attorney 
eneral of the United States who 
ce wrote, “A lawyer starts life 
ing $500 worth of law for $5 
d ends life giving $5 worth for 
00.” 


The practice of law is becom- 
p increasingly complex and few 
any attorneys are capable of 
ing maximum performance in 
its specialties. Unlike medi- 
he, law, with a few possible ex- 
ptions such as patents or tax- 
on, does not provide specialized 
ining; specialists rise through 
rrowed interest in study and 
pctice. An attorney who never 
ds it necessary to seek consul- 
ion or assistance while main- 
ning a widely diversified prac- 
e does not get the best possible 
- famil ults for his clients. 


abilingfMartindale - Hubbell publishes 
the mgirectory of the attorneys of the 


inatior 
» desird 


ns fo: 
you it 


ey on 
ice 
ne as? 
ly mor 


rely en ited States. It is available in 
ttorne™ libraries, many public li- 
sible th@ptics, and some attorneys’ of- 
urtroomms: The nation’s lawyers are 
ed as @¢ alphabetically by states and 

ities. Some helpful informa- 


as api 


1 his given about each attorney 
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such as his birth date, college 
from which graduated, law 


‘school, bar memberships, and ad- 


dress. In the back are paid ad- 
vertisements inserted by attorneys 
(perfectly ethical as this book is 
primarily for the use of other at- 
torneys) and listing some of the 
clients served by the law firm. 
An attorney employed by the lo- 
cal bank and several large indus- 
tries in his community is likely 
to be a good attorney. The fail- 
ure to advertise is, of course, not 
to be interpreted adversely. 

State bar association officials 
will usually limit themselves to 
confirming the license of any at- 
torney about whom inquiry is 
made. However, if the attorney 
has been found guilty of unethi- 
cal or illegal conduct this fact and 
his resulting suspension, public 
censure or disbarment will be re- 
vealed on request. It is not the 
policy of state bar associations to 
recommend one attorney above 
another. 


Attorneys, like doctors, are 
largely at the mercy of public 
opinion. A few careless words, 
a misguided client, or an overly 
publicized mistake can ruin a 
career. Public reputation is an 
important guide in the selection 
of an attorney and should not be 
ignored, but it must be sifted 
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STOP Antibiotic-resistant strains of Staphylococcus a fayo 
meeting their match in Albamycin. Because ! z 

“HOSPIT AL bamycin shows no cross resistance with any co lecti 
monly used antibiotic,-it is dramatically effect torn 

against unyielding staphylococcal pneumonia 
STAPH WITH superinfections of pneumococcal pneumonia. P le 
Whether resistant staph is known or suspects ‘ 


ALBAMYCIN* Albamycin is indicated. mari 


ADMINISTRATION AND DOSAGE: The dosage for adults is 
mg. Albamycin administered intramuscularly or intravenow fider 
every 12 hours. As soon as the patient’s condition perm 
parenteral Albamycin should be replaced with oral Albamyd your 
therapy. 4 
SUPPLIED: Available as 250 mg. capsules; syrup containi sista 
TRADEMARK, REG. U.S. PAT. OFF.— 125 mg. Albamycin per 5 cc.; and in the 500 mg. Mix-O-Vi 
THE UPJOHN BRAND OF CRYSTALLINE ~ 
NOVOBIOCIN SODIUM 
TTRADEMARK, REG. U.S. PAT. OFF. The Upjohn Company, Kalamazoo, Michigan 
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carefully to remove bias and dis- 
tortion from the telling. Remem- 
ber that lawyers are in a directly 
competitive situation not ordi- 
narily seen in medicine. The cli- 
ent who won his case may tell 
you that the logic and brilliance 
of his counsel enabled justice to 
triumph under the most difficult 
of circumstances. The opposing 
party, having lost his case, may 
say that the same attorney won 
by cunning, confusing witnesses 
and clouding the issues to the 
complete subversion of justice. 
By and large, however, it may be 
said that the public is more 
capable of judging the lawyer’s 
integrity and ability than it is 
capable of judging the similar 
qualities in a physician. A pre- 
ponderance of public opinion 
about a lawyer is more likely to 
be true than false. 

Attorneys come in a full range 
of sizes, capabilities and prices, 
no one of which is the universal 
favorite. A truly satisfactory se- 
lection requires a matching of at- 
torney capacities and client needs. 

When you are confronted with 
a legal problem, concentrate pri- 
marily upon selecting an attorney 
in whom you have complete con- 
fidence; then give him not only 
your confidence, but also the as- 
sistance he requests—and all your 
worries. 


Albamyq 


containi 
ix-O-Vi: 
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Notes 


1. Standards of the American Bar 
Association as interpreted by the Council 
of Legal Education. 


2. Rules for Admission to the Bar, 
Thirty-fifth edition, (1957), Compiled by 
West Publishing Co., St. Paul, Minn. 


3. Ariz., Del., Ida., Mo., Neb., Nev., 
N. J., N. M., S. D., Wise., W. Va. 


4. Del., N. J., Pa. R. Vt. 


5. Bar Examiners Committee Report, 
State Bar of California, 1958. 


6. Ala., Wisc. until recently. 


7. 2 years: Ga., Miss.; 3 years: Del., 
Kans., La., Mass. N. H., N. 
S. C.; 4 years: Calif, Ark, Ill, 
N. Y., Pa., R. |, Vt. and Wash. 

8. Ill., La., N. Y., N. C., Tex., Va., Wyo. 


9. University of Colorado (American 
Bar Assoc. approved; Member, American 
Association of Law Schools). 

10. Ark., Colo., Conn., Del., Fla., Ga., 
la. Kans., Ky., Md., Mass., 
Mich., Minn., Miss., Mo., Mont., Neb., 
Nev., N. H., N. M., N. N.C. N. 
Olle. Po. C. DB. 
Tenn., Utah, Vt., Va., W. Va., Wisc., Wyo. 

11. 2 years: Mont.; 3 years: Ark., 
Colo., Del., Me., Mich., Utah, Vt. Va.; 
5 years: Conn., Ga., la., Kans., Ky., Md., 
Mass., Minn., Miss., Mo., Neb., N. H., 
N. C. (Reciprocal), N. D., Ohio, Okla., 
S. C., S. D., Tenn., W. Va., Wisc., Wyo.; 
7 years: N. M., Texas; 8 years: Pa.; 
10 years: Fla., R. |. 

12. Del., Ga., Ill, la., Kans., Ky., Md., 
Mich., Mo., Mont. Neb., N. H., S. C., 
Va., W. Va., Wisc. 

13. 60 days: Okla.; 3 months: Colo., 
Utah; 6 months: Conn., Me. N. M., 
Ohio, R. Vt, Wyo.; | year: N. C.; 
2 years: Miss. 

14. Kansas, Kentucky. 

15. Alabama, Arizona. 4 

16. Calif., Ida., Oregon, Wash. 

17. Ambrose Bierce. 
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HEALTH WANTED... 
for MS patients 


MS—wMultiple Sclerosis, mysterious, insidious 


killer and crippler. 


Here’s a report on the 


voluntary agency which is mustering men and 
money to beat this dread disease. 


Undoubteaty there is only one 
voluntary health agency in exist- 
ence which got its start from so 
unlikely a source as a classified 
advertisement. The agency is the 
National Multiple Sclerosis So- 
ciety. The ad which accounts for 
its origin appeared in the public 
notice section of the New York 
Times in 1945, just a few days 
before VE Day. 

It read: “Multiple Sclerosis. 
Will anyone recovered from it 
please communicate with pa- 
tient.” 

It was placed by two sisters 
who knew the ravages of MS at 
first hand—their brother was a 
victim of the disease. At the time, 
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they had no idea of founding a 
society. They were simply hunt- 
ing for a treatment for their 


brother. Like many MS patients 3am 


of those days he had consulted 
physician after physician. 

Only one reply offered a solid 
lead. An MS patient had recov- 
ered from severe incapacity and 
remained well for many years. 
The trail led to a certain doctor’s 
office. It ended abruptly. The 
treatment the doctor had used on 
one patient, who thereafter had 
a remission, had been used on 
about one hundred other patients 
with no significant benefit. 

Such a blind alley—searching 
and disappointment—was unfor- 
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DORIDEN: MORE SUITABLE FOR MORE PATIENTS 


Surgical patients pretreated with Doriden are, typically, calm and well sedated. There 
is little or no respiratory depression. Induction of anesthesia is generally smooth and 
without incident. Patients who react unfavorably to barbiturates can take Doriden 
with good effect. Hepatic or renal involvement is not a contraindication to Doriden. 
Postoperative “hangover” and “fog” are not to be expected. Average dosage for pre- 


operative sedation: 0.5 Gm. the night before sur- 

gery; 0.5 to 1 Gm. 1 hour before anesthesia. sup- DORID | IN’ 

tuED: Tablets, 0.5 Gm., 0.25 Gm. and 0.125 Gm. (glutethimide c1a) 
NEW JERSEY 
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tunately only too typical of what 
confronted MS patients and their 
families a decade or so ago. 


Information 


In 1945 there was no clearing 
house for information on MS. 
There were a number of well- 
established voluntary agencies 
concerned with some of our ma- 
jor health problems — notably 
American Cancer Society, the Na- 
tional Foundation for Infantile 
Paralysis and the National Tuber- 
culosis Association — but no 
group interested in MS existed. 


Although MS was known in 
1945 to be a progressive, crip- 
pling disease, knowledge about 
the disease process involved was 
far from specific. How many per- 


sons suffered from it, how longf 
patients might be expected to live f 
after onset, what treatments might f 


be beneficial, all were matters 
for speculation. Furthermore, 
many misconceptions had grown 
up about MS. It was hard to 
diagnose. Its symptoms were 


sometimes mistaken for those of 
other diseases. 
It is no wonder that MS pa- 


One of 22 fellows ap- 
pointed by MS, Michael 
Sribney, Ph.D., is shown 
here in his laboratory 
at the University of Wis- 
consin. 
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... THROUGH THE YEARS 
A LEADER IN NEW IDEAS 


“Being first with the best”...that, in a nutshell, is the story 
of B-D. 


In 1898, when the company was just a year old, Becton, 
Dickinson and Company introduced the first all-glass syringe 
in the United States. That was the beginning of a long line of 
B-D “firsts,” including the LuER-LoK syringe tip now in universal 
use, ace® supportive and pressure bandages, the muttirit® 
syringe with interchangeable parts and clear glass barrel, the 
first truly disposable hypodermic needle and scores of other 
product innovations. 


And the new ideas haven't stopped coming. A full-time pro- 
gram of continuing research assures that 1959 will see the 
introduction of more new B-D products than any other period 
in the company’s history—most of them in the burgeoning new 
field of sterile disposable equipment. 

New ideas and, to conceive them, the best scientific and tech- 
nological minds...that is the lifeblood of B-D. 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


In Canada: BECTON, DICKINSON & CO., CANADA, LTD.,. TORONTO 10, ONTARIO 


8-0, MULTIFIT, ACE, AND LUER-LOK ARE REGISTERED TRADEMARKS OF BECTON, DICKINSON AND COMPANY. 64380 
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tients often were overwhelmed by 
feelings of utter helplessness and 
hopelessness. 

An exchange of letters, in re- 
sponse to the ad in the Times, 
helped change this bleak picture. 
A nucleus of interest in MS was 
created; from this nucleus an or- 
ganizing committee to form the 
Association for Advancement of 
Research on Multiple Sclerosis, 
Inc. was set up in March 1946. 


Purposes 


The purposes of the new or- 
ganization were set forth: 

@ coordinate research efforts 
on multiple sclerosis in this coun- 
try and abroad 

@ gather statistics on the 
prevalence and geographic distri- 
bution of multiple sclerosis 

@ act as a clearing house for 
information on the disease 

@ educate the public about the 
problem 

@ collect funds to stimulate 
and support research on the fam- 
ily of diseases to which multiple 
sclerosis belongs. 

A modest room to house the 
AARMS headquarters was found 
at the Academy of Medicine 
Building in New York City. 
There, an executive secretary and 
one other volunteer established 
an office. The executive secretary 
was Sylvia Lawry, one of the two 
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sisters who had placed the ad in 
the Times. She is now executive 
director of the National Multiple 
Sclerosis Society, the name which 
the organization assumed in 
1947. 


Immediate program 


The program designed to put 
the purposes of the new organi- 
zation into effect called for under- 
taking several activities immedi- 
ately. A campaign to acquire 
more members was one. Two 
mailing pieces were planned, to 
picture MS and what was known 
of existing forms of treatment. 
One was for fund solicitation, one 
for educational purposes. A drive 
was started for more volunteer 
workers. 

Another major step: the for- 
mation of a medical advisory 
board. Neurologists known to be 
interested in MS were invited to 
serve on the board, and the first 
meeting took place February 21- 
22, 1947. Several of the original 
group still are included as active 
or honorary members. They are 
Richard M. Brickner, M_D., 
O. R. Langworthy, M.D., Roland 
P. Mackay, M.D., Tracy J. Put- 
nam, M.D., Gabriel Steiner, M.D. 
and Henry W. Woltman, M.D. 
Advisory board members con- 
tribute time and counsel without 
remuneration. 
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The Association’s board of di- 
rectors was formed meanwhile 
and headed by Carl M. Owen of 
the law firm of Willkie, Owen, 
Farr, Gallagher and Walton. 


Studies 


Next, the public was sounded 
out; the first publicity release 
drew a flood of letters from all 
over the country. The letters told 
of physical and emotional symp- 
toms, reported on treatments 
which had been tried — special 
diets, baths, medication with vita- 
mins and histamines. And they 
asked many, many questions, all 
reflecting the state of knowledge 
—or lack of it—about MS at the 
time. 

Here was conclusive proof of 
the need for an organized na- 
tional effort on behalf of MS. 

Three studies were begun un- 
der the sponsorship of AARMS: 

1. An investigation into geo- 
graphic and climatic distribution 
of MS. (MS was believed to be 
more common in the North Tem- 
perate Zone, an assumption which 
now appears to be affirmed.) 

2. An investigation of whether 
or not MS is an infectious disease. 
(The cause of MS is so far un- 
known. ) ; 

3. An investigation into con- 
ditions resembling MS in animals 
in which special allergic states 
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were induced. (Much more work 
along this line has been done 
since then.) 


Facts and figures 


Official sanction for the MS 
Society came from the American 
Medical Association in January 
1948, when it adopted a resolu- 
tion which said in part: 

“Resolved. That the Ameri- 
can Medical Association endorse 
officially the attempt to educate 
the public concerning the disease 
and to undertake investigations 
leading to a solution of its prob- 
lems in qualified hospitals and 
medical centers.” 

Cornelius H. Traeger, M.D., 
was appointed the Society’s first 
medical director that same year. 
Under his direction, a statistical 
survey of MS on a national scale 
was inaugurated in cooperation 
with the U.S. Public Health 
Service. 

Also in 1948, a medical rep- 
resentative of the Society visited 
some countries in Europe and 
the Middle East to lay the 
groundwork for exchange of sta- 
tistical data on MS and informa- 
tion on pertinent research efforts. 


Local chapters 


When it first began its work, 
the Society was dedicated en- 
tirely to furtherance of research 
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“How can we help?" 
MS worker offers 
local chapter aid to 

mother of three. 


and the raising of funds to sup- 
port research efforts. As mem- 
bership increased throughout the 
United States, it became appar- 


ent there was also a dire need for 
services to MS patients. Local 
chapters were formed in various 
communities to cope with this 
need. The first two were estab- 
lished in California and in Con- 
necticut. Chapters were pledged 
to the more personal phases of 
MS work. Besides patient serv- 
ices, they work to enroll mem- 
bers, hold recreational meetings 
for MS patients, educate the pub- 
lic about MS and cooperate with 
local medical organizations and 
other community groups inter- 
ested in MS problems. 

The patient - finding surveys 
which chapters conduct are valu- 
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able in several ways. They let 
MS patients in the area know 
about the chapter. They are 
helpful to the chapter in planning 
its patient-service programs. And 


they add to statistical data on & 
prevalence and geographical dis- ff 
tribution of MS throughout the 


country. 


Clinics 


Another phase of the MS pro- 
gram was the setting up of clin- 
ics. The first ones were estab- 
lished in Boston at the Beth 
Israel and Boston State hospitals 
and at the Albany (New York) 
Hospital and Albany Medical 
College. At the latter, an inves- 
tigation of statistical and clinical 
data on MS was undertaken. In 
the Boston clinic, a research 
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FROM 


Staphylococcic enteritis and other serious staph infections among 
hospitalized patients may be refractory to all antibiotics except 
CATHOMYCIN (novobiocin). For such infections, CATHOMYCIN 
constitutes an ideal antibiotic. It has an established record* of 
effectiveness against strains of organisms resistant to most 
other antibiotics. When administered in combination with other 
antibiotics, CATHOMYCIN protects against the emergence of 
resistant strains, 


CATHOMYCIN produces therapeutic blood levels quickly—usu- 
ally maintaining these levels for 12 hours or more. The drug 
does not destroy beneficial intestinal flora. It is generally well 
tolerated and shows no evidence of cross-resistance with other 
antibiotics. 


CATHOMYCIN 


for staphylococcic septicemia, enteritis, postoperative wound NOVOBIOCIN 
infections and other serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or 
CATHOMYCIN Calcium Syrup 4 teaspoonfuls b.i.d. Children: 
(up to 12 years) 2 to 8 teaspoonfuls daily in divided doses 
based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the 
equivalent of 250 mg. of novobiocin—vials of 16 and 100—and 
as an orange-flavored syrup (aqueous suspension), in bottles 
of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
— 125 mg. (2.5%) novobiocin, as calcium novobiocins 

rapy IY available on 


For Parenteral ral Therapy LY OVAC® CATHOMYCIN 


Gp MERCK SHARP & DOHME ivision of MERCK & CO., Inc., Philadelphia 1, Pa. 
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project was set up to study the 
use of vitamins in treating MS 
patients. At both clinics thor- 
ough examinations of MS patients 
were provided. 

The vitamin study—like many 
other evaluations to come later— 
proved inconclusive. The benefits 
noted in some cases where vita- 
mins were used seemed to be no 
more widespread than the rate 
of spontaneous remissions in MS. 
Here, as elsewhere, remissions 
presented a difficulty in studying 
the effects of treatment on pa- 
tients. It must also be noted that 
the MS picture is complicated by 
the fact that the interest and so- 
licitude which a patient may re- 
ceive when under treatment can 
shape up into large doses of re- 
assurance and hope—often de- 
cidedly beneficial but deceptive 
when an evaluation is attempted 
of forms of therapy being used. 
This is true of all diseases but 
particularly so of chronic debili- 
tating ones. 

During 1948 the medical ad- 
visory board expanded by includ- 
ing in its membership not only 
clinicians but also medical scien- 
tists working in the fields of bio- 
chemistry, physiology, pathology 
and bacteriology. 

Attempts to accumulate knowl- 
edge about MS date back to 
about 1835. During that period 
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three men were observing and 
noting down facts about the dis- 
ease, which had not been differ- 
entiated in medical literature up 
to that time. Each was unaware 
of the existence of the others orf 
of their interest in the disease. 
One was a Paris physician, Jean} 
Cruveilhier. The second was a} 
London physician, Robert Cars- 
well. The third was Sir Augustus f 
Frederick d’Este, a cousin of 
Queen Victoria, who for 25 years 
kept a diary of his pilgrimages inf 
search for a cure for what later 
was considered to be the first 
known case of MS. At the time 
it was a puzzle to all the physi- 
cians he consulted in England 
and on the Continent. 

Sections of the d’Este diary did 
not come to light until it was 
turned up by someone who for- 
tunately realized its value during 
a World War II wastepaper drive. 

It was more than 30 years af- 
ter Carswell and Cruveilhier be- 
gan their studies of MS that vis- 
ible progress was made in accu- 
mulating knowledge about the 
disease. In 1868 the famous 
French neurologist Jean Charcot 
summarized the basic pathologi- 
cal features and diagnostic cri- 
teria of MS. 

In 1949 the MS Society pio- 
neered in backing legislation to 
set up a governmental institute 
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to control nausea, 

vomiting, or retching— 

before, during, or 
after surgery 


Compazine* 


- hypotensive effects are minimal and infrequent—even 
during spinal anesthesia 

* may be administered I.V., as well as I.M., orally, or rectally 

* minimal potentiation of C.N.S. depressants 

* pain at the site of injection has not been a problem 


pio- For immediate effect: 2 cc. Ampuls (5 mg./cc.) and 10 cc. Multiple dose 
n to vials (5 mg./cc.). Also available: Tablets, Spansulet sustained release 
itute capsules, Suppositories and Syrup. 


WG) Smith Kline & French Laboratories 


ician *T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. +T.M. Reg. U.S. Pat. Off. 
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|ACTURES 


Stress Formula Vitamins Lederie 


for an improved prognosis 


Metabolism is always altered in major trauma.' Severe 
depletion of water-soluble vitamins usually occurs as a stress 
reaction to fractures or burns.?.? Since these fundamental 
nutritional factors are not stored in the body, high level 
supplements must be given.?-? STRESSCAPS formula meets the 
requirements for therapeutic allowance of B complex and 

C vitamins essential to tissue regeneration, healing, prevention 
of complications and faster rehabilitation. 

1. Coleman, S. S.: Am. J. Surg. 97:43 (Jan.) 1959. 

2. Richardson, M. E.: J. Am. Osteop. A. 57:562 (May) 1958. 

3. Mason, M. L.: Northwest Med. 57:1439 (Nov.) 1958. 


EACH CAPSULE CONTAINS: 
Thiamine Mononitrate 


(B,) 
Ribotlavin (B,) 
Niacinamide 
Ascorbic Acid (C) . 
Pyridoxine HCI 
Vitamin B 
Calcium 
Pantothenate 
Vitamin K 
(Menadione) 


CGeeris) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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THEN AND NOW 


Society membership 


MS Ginics in US. ............4.. 


Chapters, branches & units 
Estimated no. of persons in U.S. 


suffering from MS and related diseases 
Research projects being financed 


which would foster and subsidize 
research on all neurological dis- 
eases, including MS. In 1950 
these efforts bore fruit: President 
Harry S. Truman signed the bill 
which established the National 
Institute of Neurological Diseases 
and Blindness under the U.S. 
Public Health Service. 


Rehabilitation 


A conference on MS and other 
demyelinating diseases, sponsored 
by the Society, was held in New 
York in 1952. A highlight was 
a speech by Howard A. Rusk, 
M.D., director of the Institute for 
Physical Medicine and Rehabili- 
tation, New York University- 
Bellevue Medical Center. He said 
that no time should be lost in re- 
habilitating MS patients to help 
them live more productively, 
while the search for an effective 
treatment for the disease pro- 
ceeded. Almost any MS patient 
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can benefit from an intensive re- 
habilitation program specifically 
designed for that individual, he 
said, and pointed out that therapy 
may include retraining of mus- 
cles, exercise, teaching the use of 
special appliances and more effec- 
tive means of carrying out daily 
activities. 


An answer 


In 1952 results of a question- 
naire sent to MS patients were 
compiled. Perhaps the most con- 
troversial question put to patients 
was one which asked, “Do you 
think patients with MS should be 
told of their diagnosis?” The an- 
swer was a resounding, “Yes!” 
Eighty-nine percent were in favor 
of knowing the truth about their 
diagnosis. They believed this 
helped them better to adjust to 
MS, to cooperate in therapeutic 
efforts and to avoid blind alleys 
of shopping around for treatment. 
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Their answers to a question 
about why they had become 
members of the Society also were 
illuminating. They said they not 
only wanted to keep in touch with 
progress in research and prob- 
lems common to MS but also 
wanted the satisfaction of being 
part of a movement which was 
helping others. 


Meeting 


In 1954 the first meeting of 
the MS international panel of cor- 
responding members was held in 
Lisbon. Hans H. Reese, M.D., 
then chairman of the Society’s 
medical advisory board, reported 
to representatives of 26 countries 
on activities to date. 

Also representing the U.S. at 
the meeting was H. Houston Mer- 
ritt, M.D., currently vice chair- 
man of the medical advisory 
board, acting dean of the School 
of Medicine, Columbia Univer- 
sity, and director of the Neuro- 
logical Institute’s service of neu- 
rology. 

Another important event of 
1954 was the establishment of 
the Central Registry of Pathology 
at Montefiore Hospital, New 
York, through a grant from the 
Society. Under the direction of 
Harry M. Zimmerman, M.D., it 
is designed to bring together for 
study an extensive collection of 
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brain, spinal cord and peripheral 
nerve material from deceased MS 
patients. In addition, it houses 
the world’s most complete library 
of clinical and anatomical records 
of MS cases, prepares and sup- 
plies MS teaching materials for 


scientific investigators, medical 


schools and centers. 


Fellowships 


An equally important step was 
taken by the Society in the follow- 
ing year—the appointment of the 
first two fellows under the fellow- 
ship and scholarship program, 
which had been in the planning 
stage for some time. The pro- 
gram provides promising young 
scientists financial support for ad- 
vanced training at a post-doc- 
torate level. It is a forward look- 
ing project, aimed at enlisting and 
holding physician interest in the 
field of MS research. The chair- 
man of the fellowship and schol- 
arship committee of the medical 
advisory board is H. Houston 
Merritt, M.D. 


. 


Funds 


That year—1954—with mem- 
bership, chapters and MS clinics 
constantly growing, the Society 
decided to hold a chapter confer- 
ence. This has become an annual 
event. 

The following year the MS 
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Hope Chest was born. Named 
to symbolize the hope which the 
efforts of the Society represents 
to MS patients, it is the annual 


® fund-raising campaign of the So- 


ciety and its chapters. In its first 
year, 1956, the American people 
$2 million to MS 


In 1956 Thomas L. Willmon, 
M.D., assumed the post of medi- 
cal and research director of the 
Society, which he holds today. 


Myelin 


Valuable information came out 
of a Myelin Conference held un- 
der Society auspices in St. Louis 
in October 1956. Sarah A. Luse, 


M.D., introduced data on the for- 
mation and structure of myelin, 
the substance destroyed in a dis- 
seminated manner in MS. Her 
electron microscope photographs 
showed that myelin originates in 
the glial cells. These photographs 
showed that myelin is composed 
of laminated membranes arranged 
somewhat like shingles on a roof. 
Formerly it had been supposed 
that myelin was a structureless 
lipid mass. With this basic infor- 
mation available, hopes for fur- 
ther progress in MS research 
were brightened. 

In the year just past, member- 
ship stood at 120,000, with chap- 
ters, branches and units totalling 


Members of National MS Society chapter get together each month for hobby club 


activities. 


Main purpose is therapy but enjoyment is important by-product. 
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161. There have been 103 re- 
search grants made since the re- 
search program was inaugurated 
and a total of 22 appointments 
have been made under the fellow- 
ship and scholarship program. 
More funds were raised through 
the MS Hope Chest than in any 
previous year. 

While the Society needs $1 
million a year simply to mount 
a research program in keeping 
with the magnitude of the MS 
problem, it was able to assign a 
larger sum than previously—ap- 
proximately $300,000 — to its 
medical and scientific program in 
1958. 

The Society adheres to the 
three main lines it laid down in 


the early months of its existence, 
namely: research, education and 
aid to MS patients and families. 
Each chapter retains 60 per- 
cent of MS Hope Chest funds for 
local MS work, including patient 


services. It forwards the re- 
mainder to national headquarters. 
A major share of the funds un- 
der the jurisdiction of the Na- 
tional MS Society is used for its 
research and fellowship programs 
and maintenance of the medical 
department administering these 
programs. 

Some of the uses to which 
chapter funds are put are: pro- 
curing special devices such as 


wheel chairs or lifts for patients 
who need them, furnishing home- 
care assistance, vocational and 
other types of counseling, recre- 
ational events for patients and 
support of MS clinics. 


Centers 


There are 29 clinics, supported 
wholly or in part by chapters, lo- 
cated in hospitals and medical 
centers throughout the U.S. The 
Society also maintains a list of 
other clinics or centers particu- 
larly interested in MS—there are 
nine so listed at present. 

An MS clinic serves five prin- 
cipal functions: 

@ the use of therapeutic ap- 
proaches in the management of 
disease symptoms and evaluation 
of new therapeutic approaches 

@ physical and occupational 
therapy 

@ social and psychiatric serv- 
ices 

@ all available procedures to 
establish an accurate diagnosis 

®@ clinical research 

Patients in an MS clinic can 
be seen by specialists in a num- 
ber of different medical dis- 
ciplines, including the psychiatric. 
This helps in making a differen- 
tial diagnosis and gives the patient 
the benefit of early management, 
under one roof, of a range of 


symptoms. 
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Isn’t it time to take the curse off menstruation? 


“Ignorance, fear, shame and. guilt intermingled with a generous 
sprinkling of folklore serve to make the menses even today 
thought and spoken of as ‘the curse’.”? 


“The chief virtue of the tampon is that it gives the woman com- 
plete freedom .. .”? It has “the advantage of being wholly inter- 
nal and much more comfortable than wearing a pad or napkin.’ 


Complete efficiency is provided by the purse-size package of 
regular Tampax 10’s, designed to absorb considerably more than 
the average monthly flow. 


Because of its efficiency and its 18-year clinical record for 
safety,* Tampax is recommendediwidely by the profession to free 
women from the physical discomforts andthe psychical hazards 
_ of the difficult days’... frommenarche to Menopause. 


1. Navel, M.A: Obet. & Gynec. 10:213, 1957. 2. ond ond A. E.: 
Biakiston Co., inc., 1953. 3. Janney, J. C.: Medical Gynecology, Philadelphia, W. 8. Saunders Co.. 1950. 4. Karnaky, K. J.: Clin. Med. 3:545, 1956, 
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The educational and public in- 
formation programs of the So- 
ciety are one of its prime con- 
cerns. Many means are used to 
put these programs into effect. 
National headquarters and chap- 
ters share these efforts. Material 
of medical significance is pre- 
pared and issued through the 
national office. Its publications 
at present include four manuals 
for physicians, four for MS pa- 
tients and several for the general 
public. 

The Society also takes respon- 
sibility for producing booklets 
for the layman, a quarterly pub- 
lication, MS Keynotes, which 
goes to all Society members and 
is oriented toward boosting pa- 
tients’ morale, and the major MS 
Hope Chest materials — posters, 
TV slides, radio spots, ads and 
the like. 

Newspaper releases and ma- 
terial for other media generally 
originate from national head- 
quarters—a highlight is a semi- 
annual mailing to science writers, 
which is a comprehensive round- 
up of recent developments in 
medicine and research pertinent 
to MS. 

Research, of course, deserves 
a very considerable part in any 
summation of the Society’s activi- 
ties. 


Since the time MS was recog- 
nized as a specific disease, many 
theories of its cause have been 
advanced and studied. These in- 
clude infection from virus, spiro- 
chete or bacteria; dietary, includ- 
ing excesses and inadequacies of 
dietary components, normal and 
abnormal; vascular disturbances 
in the brain and spinal cord; al- 
lergy; and disturbances of metab- 
olism. None has been productive 
of sufficiently definitive findings 
to warrant acceptance as yet. 
Without question there is a se- 
vere metabolic disturbance in- 
volved in MS but its cause has 
not been determined. So the 
search goes on. 


Proposals 


While not neglecting any pos- 
sible lead, the research program 
of the Society is chiefly directed 
at a basic level, the study of cells 
and molecules, aiming to arrive 
at a full understanding of the dis- 
ease process involved. 

When a proposal is submitted 
by an applicant for a Society 
grant, it is carefully reviewed by 
the research panel. The advice 
of scientists having special know!- 
edge or techniques is also en- 
listed. The research review panel 
then makes a recommendation to 
the executive committee of the 
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medical advisory board, with the 
entire board being kept informed 
and given opportunity to com- 
ment. 

It is not the practice of the 
panel to pass on projects sub- 
mitted simply to step up MS re- 
search. About half the projects 
submitted have been accepted to 
date. As another check on the 
value of the research being done, 
recipients of grants are required 
to furnish progress reports. 

The Society is proud of the 
high caliber of its grantees; to en- 
list scientists of highest excellence 
in its program is evidence of the 
greatly increased interest in MS 
in recent years. 


Program success 


There are at present 30 re- 
search projects in progress. Be- 
sides those in the United States, 
there are six being carried on in 
foreign countries — one each in 
Argentina, Denmark, Israel, Leb- 
anon, the Philippine Islands and 
India. 

This research covers a wide 
area and in many cases involves 
employment of techniques or 
methods unheard of even a few 
years ago. Electron microscopy 
is one example, gas chromatog- 
raphy another. 

A great part of the success of 
the research program is attribu- 
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table to the medical advisory 
board. It is composed of out- 
standing people in the medical 
field. Its chairman is Augustus 
S. Rose, M.D., professor of neu- 
rology, University of California 
Medical Center, Los Angeles. He 
is also president-elect of the 
American Academy of Neurol- 
ogy. 

Hope 


Just as governmental agencies, 
also working to find the cause and 
cure of MS, play an important 
role, the National MS Society has 
made a unique contribution to 
the field by bringing a feeling of 
hopefulness where, before, there 
was hopelessness in the hearts of 
the hundreds of thousands of men 
and women suffering from MS. 
Many of the afflicted are bread- 
winners and mothers or fathers 
of young children — since MS 
strikes mainly at those in the 20 
to 40 age group, people at the 
height of their productive years, 
whose health is important not 
only to themselves but to their 
families and their communities. 

Thus, the MS Society will work 
in behalf of multiple sclerotics 
until the day when the cause of 
MS or means of treating it—or 
both—are discovered and MS can 
be made to stand for Mystery 
Solved. 
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Peiping Union Medical College 
in 1938. He received many 
awards, including this country’s 
Distinguished Service Medal. 
His outstanding medical 
achievement was the develop- 
ment of a method for preparing 


Ma vaccine and a serum against 


typhus. 

His scientific books are Text- 
book of Bacteriology (1911), in 
its tenth edition, Infection and 
Resistance, and Resistance to In- 
fectious Diseases. He received 
honorary doctorates from Colum- 
bia, Western Reserve, Lehigh, 
Yale and Harvard. 

In 1935 he wrote Rats, Lice 
and History, which gave him im- 
mediate popular fame. In it he 
weighed man against rats and lice 
and found man wanting. 

Two months before his death 
he wrote the best-seller, As / 
Remember Him, the Biography 
of R.S. The initials stood for 
Romantic Self. In this book he 
revealed that he was suffering 
from leukemia and would soon 
die. He wrote that he was “grate- 
ful. . . that death was coming 
with dire warning and gradually.” 
The book was a Book-of-the- 
Month Club choice for July, 
1940. He died of leukemia Sep- 
tember 5, 1940. 

Can you name this doctor? 

(Answer on page 173) 
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These questions were prepared B) Prolongation of the P-R 
especially for RESIDENT PHYSICIAN interval. 


by the Professional Examination riods of ven 
Service, a division of the American C) Tendency dae 


Public Health Association. tricular asystole. 


+» Tendency to paroxysmal 
auricular tachycardia. 


E) Frequent association of or- 
ganic heart disease. 


Answers will be found on page 173 


1. Which one of the follow- 3. The position of the ventti 
ing conditions, revealed by roent- cular bands of the larynx by 
genograms of the skull, is most mirror laryngoscopy is: 
likely to be found in association A) Medial to the true vocal 


with bitemporal hemianopsia? cords. 

XA) Calcifications in the vicinity B) Posterior to the true vocal 
of the sella. cords. 
B) Oxycephaly. WO Superior to the true vocal 
C) Hyperostosis frontalis cords. 
interna. D) Inferior to the true vocal 
D) Platybasia. cords. 


E) Calcific deposits in the E) Antérior to the true vocal 
choroid plexus. 


2. A feature of the Wolff- 
Parkinson-White syndrome is esophageal fistula is 
the: found approximately: 

A) Tendency to occur in ‘A) .5- 1 cm. above the bifur- 
chronic debilitating diseases. cation. 
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B) 2- 3 cm. above the bifur- 
cation. 
C) 4- 5 cm. above the bifur- 
cation. 
D) 5- 7 cm. above the bifur- 
cation. 


E) 8-11 cm. above the bifur-} 


cation. 


5. The chill experienced in 


malaria is coincident with the: 


A) Formation of the macro- 
gametes from the microgame 
tes. 
B) Liberation of sporozoites 
from the ripe oocysts. 
C) Unstable gametocytes 
breaking down in the blood 
stream due to inability of thg 
malarial parasite to carry of 
its sexual cycle in the human 
D) Liberation of numerou’ 
bacteria which accompany the 
malarial parasite into the reé 
blood cell. 

) Periodic liberation of mero- 
zoites from the circulating red 
blood cell. 


6. In about 85 percent of nor 
mal adults, electroencephalo 
graphic tracings reveal a pre 


the: 
A) Parietal and temporal 
regions. 
) Frontal and temporal 
regions. 


Resident Physiciat 


=> an 


it 
cau 
the 
I 
I 
I 
dual-powered, double-fast attack on the primary ' : 
causes of urinary pain, burning, urgency, dysuria CE 
and frequency. 
a 
| 
9. 
relat 
| COminance of beta waves 0 ciati 
A 
B 
164 


vifur- 
ifur- 
bifur- 


bifur-} 


in 
the: 

1acro- 

game 


yZOites 


icy tes 
blood 
of thd 
Try Of 
yuman 
nerou‘ 
ny the 
he red 


mero- 


ing red 


ot nor 
ephalo 
a pre 
2s OVE! 


al 


il 


Physicial 


C) Temporal and occipital 
regions. 

D) Frontal and occipital 
regions. 

E) Occipital and parietal 
regions. 


7. An extension of the toes 
caused by scratching the skin in 
the region of the external maleo- 
lus is called: 

Ya) Chaddock’s sign. 

B) Brudzinski’s sign. 

C) Macewen’s sign. 

D) Naffziger’s sign. 

E) Babinski’s sign. 


8. Biot’s breathing may be 
defined as: 
A) The tachypnea of severe 
cardiac disease. 
B) The deep breathing of se- 
vere acidosis. 
C) An alternate gradual wax- 
ing and waning of respiration. 
D) The depressed respiration 
of alkalosis. 
{E) Periodic respiration with 
abrupt onsets of the apneic and 
hyperpneic phases. 


9. Herpes zoster occurs in 
relatively high incidence in asso- 
ciation with: 

A) Cystic mastitis. 

B) Gout. 

_ C) Pulmonary tuberculosis. 
\D) Lymphomas. 
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E) Upper respiratory 
infections. 


10. Chloasma is: 

A) An abnormal growth on 

the skin. 

B)A form of myelogenous 

leukemia with greenish dis- 

coloration to the affected areas. 
Yo A facial pigmentary ab- 

normality of middle-aged 

women. 

D) An anemic condition oc- 

curring in young girls. 

E) A type of urogenital sinus 

found in certain lower verte- 

brates. 


11. The organism most often 
responsible for the septicemic 
type of Salmonella infection is: 

A) Salmonella paratyphi. 

B) Salmonella hirschfeldii. 
Salmonella schottmiilleri. 
YD) Salmonella choleraesuis. 

E) Salmonella typhimurium. 


12. Mental retardation, cereb- 
ral calcifications and choriore- 
tinitis in a child are likely to be 
indicative of: 

A) Osteogenesis imperfecta. 

B) Chronic lead poisoning. 

C) Heredolenticular degenera- 

tion. 

) Toxoplasmosis. ~ 
E) Mongolism. 
(Answers on page 173) 
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